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Abstract 
Vulvar vestibulitis syndrome is believed to be the most common form of premenopausal 
dyspareunia and represents an excellent candidate in which to investigate the interaction 
of cognitive, affective, and physiological factors. The first empirical investigation in this 
thesis explored pain information processing in a group of 17 women suffering from 
vulvar vestibulitis syndrome and an equal number of age-matched controls. Women with 
vulvar vestibulitis reported greater hypervigilance for coital pain, and also exhibited a 
selective attentional bias towards pain stimuli on an emotional Stroop task. The second 
empirical investigation sought to explore the implications ofhypervigilance for pain 
during sex on sexual arousal and subsequent sensory processing in this same clinical 
population. Twenty women suffering from vulvar vestibulitis syndrome and an equal 
number of age-matched control participants underwent genital and non-genital sensory 
testing in response to erotic and neutral stimulus films. In response to the erotic stimulus, 
both groups evidenced an increase in physiological sexual arousal and genital sensitivity, 
however, women with vulvar vestibulitis reported lower levels of mental sexual arousaI. 
In addition, women with vulvar vestibulitis evidenced greater genital and non-genital 
sensitivity as compared with healthy participants across aIl conditions. Two literature 
reviews are also included to examine the classification, diagnosis, and treatment of vulvar 
vestibulitis syndrome. A final methodological paper is included in order to provide a 
historical review and technical guide for the labial thermistor clip, a measure of 
physiological sexual arousal in women which was revived and refined for use in the 
second study. Taken together, this body ofwork illustrates the complex interactions 
between the pain and sexual processing systems implicated in vulvar vestibulitis 
syndrome. 
Résumé 
Le syndrome de la vestibulite vulvaire est présentement perçu comme la forme la plus 
fréquente de dyspareunie chez les femmes pré-ménopausées et elle représente un 
excellent candidat pour étudier l'interaction entre les facteurs cognitifs, affectifs et 
physiologiques. La première recherche empirique de cette thèse a exploré le traitement 
de l'information de douleur dans un groupe de 17 femmes souffrant du syndrome de la 
vestibulite vulvaire ainsi que dans un groupe de participantes contrôles d'âge similaire. 
Les femmes souffrant de la vestibulite vulvaire démontrait une hypervigilance pour les 
douleurs coïtaI es plus importante que les participantes contrôles ainsi qu'une tendance à 
porter leur attention sélective sur des stimuli de douleur lors d'une tâche émotionnelle 
Stroop. La deuxième recherche empirique avait pour but d'évaluer dans cette même 
population clinique les implications de l'hypervigilance pour les douleurs lors des 
relations sexuelles sur l'excitation sexuelle et sur le traitement d'information sensorielle. 
Vingt femmes en bonne santé et un nombre équivalent de femmes souffrant de la 
vestibulite vulvaire d'âge comparable ont subi un examen sensoriel génital et non-génital 
en réponse à des films érotiques et neutres. En réponse au stimulus érotique, les deux 
groupes ont démontré une augmentation de l'excitation sexuelle physiologique et de la 
sensibilité génitale. Toutefois, les femmes souffrant de la vestibulite vulvaire ont reporté 
un niveau d'excitation sexuelle mentale moins élevé. De plus. les femmes avec la 
vestibulite vulvaire ont démontré une sensibilité génitale et non-génitale plus élevée 
comparées aux femmes en bonne santé et ce à travers toutes les conditions. Deux revues 
de littérature sont également incluses passant en revue la classification, le diagnostic et le 
traitement du syndrome de la vestibulite vulvaire. Un papier méthodologique final est 
inclus afin de fournir une revue historique et un guide technique pour un thermomètre 
Il 
labial à pince, soit un instrument pour mesurer l'excitation sexuelle physiologique chez 
les femmes qui a été repris et perfectionné pour l'usage dans la recherche ci-dessus. Mis 
ensemble, le corps de ce travail démontre la complexité des interactions entre les 
systèmes de douleur et les systèmes sexuels qui son impliquées dans la vestibulite 
vulvaire. 
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Contributions of Authors 
This thesis is comprised of five papers. The first consists of a literature review 1 
co-authored along with Dr. EIke Reissing, Marie-Andrée Lahaie, Dr. Yitzchak Binik, Dr. 
Rhonda Amsel, and Dr. Samir Khalifé. The second paper is also a literature review that 1 
co-authored with Dr. Sophie Bergeron, Dr. Samir Khalifé, and Dr. Yitzchak Binik. The 
third paper, and first empirical investigation presented in this thesis, 1 co-authored with 
Dr. Yitzchak Binik, Dr. Rhonda Amsel, and Dr. Samir Khalifé. The fourth paper is a 
literature and technical note that 1 co-authored with Dr. Yitzchak Binik. The fifth paper 
consists of a second empirical investigation that 1 co-authored with Dr. Yitzchak Binik, 
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formulation ofresearch questions and the development of the protocol, and in an editorial 
capacity during the writing of the final manuscript. Dr. Khalifé conducted the 
gynecological examinations and served in an editorial capacity. Dr. Amsel served as a 
statistical consultant. 
1 researched, wrote, and revised the fourth paper which consists of a literature 
review and technical note. Dr. Binik, served in an editorial capacity. 
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Finally, 1 elaborated, conducted, analyzed and wrote the fifth paper and second 
empirical investigation included in this thesis. Dr. Binik served in an advisory capacity 
during the formulation of research questions and the development of the protocol, and in 
an editorial capacity during the writing of the final manuscript. Dr. Pukall served in an 
editorial capacity and assisted in the development of the protocol. Lea Thaler assisted in 
conducting the study and writing the methods section. Dr. Khalifé conducted the 
gynecological examinations and served in an editorial capacity. Dr. Amsel served as a 
statistical consultant. 
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Statement of Original Contributions 
The papers included in this thesis not only contribute to the advancement of 
knowledge regarding dyspareunia, but also of sexual functioning and the measurement of 
female physiological sexual arousal. The first review paper presents a critique of the 
Diagnostic and Statistical Manual of Mental Disorder' s approach to the classification of 
dyspareunia and vaginismus. This paper provides a thorough and up-to-date review and 
critique of the DSM, in addition to proposing an alternative classification supported by 
empirical data. 
The second paper provides a review of the assessment, and treatment strategies for 
sexual pain. In the confusion which exists regarding the multiple diagnostic labels, 
assessment methods and treatment options available, this chapter will be the most recent l 
and comprehensive of its kind to summarize and critically evaluate the latest information, 
in addition to providing empirically based assessment and treatment recommendations. 
The third paper included in this thesis was the first empirical investigation to take 
an information-processing approach to the study of vulvar vestibulitis syndrome. Novel 
findings from this study showed that women with vulvar vestibulitis 1) reported more 
hypervigilance for coital pain, 2) exhibited an attentional bias for pain-related stimuli, 3) 
and also showed that these effects were predicted by fear-of-pain and anxiety. 
The fourth paper included in this thesis is the only historical review and technical 
note which exists for the use of the labial thermistor clip. Although this technology has 
not been used for over a decade, it is my hypothesis that this is due to a lack of technical 
1 Release is scheduled for the fa1l2005 annual meeting of the International Society for the Studyof 
W omen's Sexual Health. 
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infonnation, and that this paper may encourage others to adopt the labial thennistor clip 
which has significant advantages over other techniques more commonly used today. 
The last paper included in this thesis represents the tirst ever empirical 
investigation of the influence of sexual arousal on genital and non-genital sensation in 
women with and without vulvar vestibulitis syndrome. It is also the first comparison of 
sexual arousal among these two groups using an absolute unit of measurement for 
physiological sexual arousal. Novel findings from this investigation showed that 1) 
women with vulvar vestibulitis became as physiologically sexually aroused as healthy 
participants but not as subjectively sexually aroused, and 2) sexual arousal resulted in 
increased genital sensitivity for both groups. 
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Introduction 
There is a relatively recent debate ongoing as to wh ether sexual pain disorders 
would be better classified as sexual dysfunctions or pain disorders (see February 2005 
special issue of the Archives ofSexual Behavior). The first paper entitled "What is 
Sexual Pain? A Critique ofDSM's Classification ofDyspareunia and Vaginismus" 
(Payne et al., in press) addresses this debate and promotes a pain-centered perspective 
while allowing for the investigation of sexual factors as weIl. Since this paper was 
written however l , my thinking has evolved to conceptualize sexual pain disorders as both 
sexual dysfunctions and pain disorders (Payne, 2005). Therefore, this thesis has as a 
central theme the multidimensional approach to the study of dyspareunia, exploring both 
pain and sexual factors in an attempt to achieve a unified model. 
The second paper was an invited publication which reviews the literature 
regarding the assessment and treatment of sexual pain disorders, both pain-centered and 
sexually-based approaches (Payne, Bergeron, Khalifé, & Binik, in press). It was inc1uded 
in this thesis because it provides infonnation supplementary to the first literature review. 
The two empirical investigations inc1uded focus on vulvar vestibulitis syndrome, 
the most common fonn of dyspareunia in pre-menopausal women (Harlow & Stewart, 
2003; Laumann, Paik, & Rosen 1999; Meana, Binik, Khalifé, & Cohen, 1997). Vulvar 
vestibulitis syndrome represents the ideal candidate for an investigation of the pain and 
sexual components implicated in genital pain as it is the only fonn of dyspareunia to have 
a reliable and standardized diagnosis and assessment protocol (Friedrich, 1987). Affected 
women report experiencing the same quality of pain in the same location, and this is 
1 This work is part of a special issue of the Journal ofPsychology and Human sexuality which has been 
delayed for over 4 years. 
1 
directly related to sensory stimulation that can be reliably elicited in an experimental 
setting (Pukall, Payne, Binik, & Khalifé, 2003). 
The tirst empirical investigation inc1uded in this thesis (Payne, Binik, Amsel, & 
Khalifé, 2005) was inspired by similarities between theories of chronic pain and sexual 
dysfunction. Both posit the role of anxiety and hypervigilance as central to these 
disorders. In the case of chronic pain, anxiety, fear, and hypervigilance are thought to 
contribute to the magnitication and misinterpretation of sensory stimuli (Asmundson, 
Kuperos, & Norton, 1997; Keogh, Ellery, Hunt, & Hannent, 2001; Watson & Pennebaker, 
1989), whereas distraction away from sexual cues, cause by performance related 
concems, is believed to result in sexual dysfunction (Barlow, 1986; Dove & Wiederman, 
2000; Van den Hout & Barlow, 2000). This study therefore investigated the role of 
anxiety, fear, and hypervigilance to pain in a group ofwomen suffering from vulvar 
vestibulitis syndrome and a matched group ofhealthy women. 
The second study inc1uded in this thesis (Payne, Binik, Pukall, Thaler, Amsel, & 
Khalifé, 2005) sought to further explore the implications of the results obtained from the 
tirst study for the processing of sensory stimuli during conditions of sexual arousal in 
healthy women and those suffering from vulvar vestibulitis syndrome. In order to 
accomplish this however, a measure of physiological sexual arousal appropriate for the 
task at hand needed to be developed due to the limitations of existing techniques. This is 
outlined in the historical review and technical note regarding the labial thermistor clip 
(Payne & Binik, 2005). 
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What is Sexual Pain? 
Abstraet 
The Diagnostic and Statistical Manual of Mental Disorders (DSM-III-R) introduced the 
term "sexual pain disorder" to classify dyspareunia and vaginismus as sexual 
dysfunctions (American Psychiatrie Association, 1987). However, the notion of sexual 
pain as well as the diagnostic criteria for dyspareunia and vaginismus are questionable 
both on theoretical and empirical grounds. Recent studies support the view that 
dyspareunia is better classified as a pain disorder and challenge the validity of the vaginal 
spasm eriterion for vaginismus. Alternative conceptualizations of these conditions are 
presented. 
6 
What is Sexual Pain? 
Introduction 
Since the first appearance of the diagnostic category of "sexual pain disorders" in 
DSM-III-R (American Psychiatrie Association, 1987) dyspareunia and vaginismus have 
been the only pain conditions classified outside of pain disorders. Given the selective 
classification of genital pain as a sexual dysfunction, we must assume that there is 
something primarily sexual about these conditions. Sexual pain disorders are also the 
only sexual dysfunctions that are not characterized by or classified according to their 
disturbance of the sexual response cycle. Therefore, it appears that dyspareunia and 
vaginismus have been omitted from the rubric of pain disorders only to be included in a 
diagnostic category where they don't quite belong. Theoretical and empirical evidence 
will be presented to challenge this classification of genital pain. 
A pain disorder is currently defined in DSM-IV-TR (2000) as a pain in one or 
more anatomical sites that causes clinically significant distress or impairment. This 
diagnosis is not made however, if the pain meets criteria for dyspareunia defined as 
genita1 pain associated with sexua1 intercourse. Diagnostic criteria for dyspareunia, in 
tum, excludes those whose symptoms are exclusive to vaginismus; involuntary spasm of 
the vaginal muscles that interfere with sexual intercourse. Thus, from pain disorder to 
dyspareunia to vaginismus, we observe an increasing trend away from the primary pain 
symptom towards a diagnostic focus on cause and effects. This change in diagnostic 
focus is exclusive to genital pain and stands in sharp contrast to how pain disorders are 
otherwise conceptualized. 
Consider the following two scenarios: 
7 
What is Sexual Pain? 
1) After a year of enjoyable sexual intercourse with her partner, a woman suddenly 
develops a sharp, stabbing pain at the opening ofher vagina every time her partner inserts 
his penis. The pain interferes with sexual intercourse as weIl as tampon insertion, and is 
quite distressing for the woman and her partner. Assuming that something must be 
physically wrong, she consults her gynecologist. Following a very painful examination, 
she is told that there is nothing apparently physically wrong with her and has she 
considered consulting a sex therapist? Therapeutic efforts are shifted away from her pain 
to an exclusive focus on impaired sexual intercourse and possible underlying 
psychopathology. Perhaps she really doesn't want to have sex or is inadequately aroused, 
or is manifesting sorne unconscious aggression towards her partner. Ultimately, she is 
diagnosed with a sexual dysfunction. 
2) A man suddenly develops a shooting neck pain during work-related tasks. His 
job, which he used to enjoy, is now a source of apprehension and dread. Concerned that 
something might be physically wrong, he consults his doctor. After a painful yet 
thorough assessment, he is told that nothing is apparently physically wrong with him and 
has he considered consulting a career counselor? The therapeutie foeus has again shifted 
away from concerns regarding his pain to an exclusive focus on the impaired work 
activity or possible underlying psychopathology. Perhaps he doesn't like his job or is 
manifesting sorne unconscious aggression towards his family he supports financially. 
Ultimately, he is diagnosed with a work dysfunction. 
What is troubling about these two anecdotes is not the focus on alternative 
conceptualizations or treatment approaches for the pain, but the complete shift in 
8 
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emphasis away from the primary presenting symptom. The man with the sore neck is not 
referred to a physiotherapist or chiropractor. He is not recommended to try ice or heat 
packs, or even a back support for his chair. His pain is no longer addressed due to the 
absence of physical findings. Furthermore, this shift in therapeutic focus may leave him 
with the impression that bis pain is considered "unreal" or "aIl in his head". Although 
this is not an accurate portrayal of CUITent treatment approaches for neck pain, it is a very 
accurate portrayal ofhow female genital pain is commonly treated. After physical causes 
have been ruled out, the woman's experience ofpain is no longer addressed. This is "in 
part" the result of DSM classification of genital pain as a sexual dysfunction. 
It can be argued that dyspareunia and vaginismus have been classified as sexual 
dysfunctions in order to highlight the interference genital pain can have on the successful 
completion and/or enjoyment of sexual intercourse. However, this interference is not 
limited to sexual intercourse as women suffering from these conditions also experience 
pain in a wide variety of activities such as gynecological examinations, tampon use and 
finger insertion (see Bergeron, Binik, Khalife, & Pagidas, 1997; Bergeron, Binik, Khalife, 
Pagidas, & Glazer, 2001; Meana, Binik, Khalife, & Cohen, 1 997ab; Reissing, Binik, 
Khalifé, Cohen, & Amsel, 2002). It appears that stimulation of the pain fuI area produces 
pain regardless of the activity. Conversely, other non-genital pain disorders can also 
hinder sexual functioning. For example, a man' s lower back pain may severely limit his 
pelvic motility during intercourse, rendering him unable to achieve sufficient penile 
stimulation to achieve orgasm. Yet sexual impairment is not considered central to this 
diagnosis because the pain is not genital. 
It could also be argued that sexual pain disorders have been cJassified as sexua] 
dysfunctions due to the etiological role sexual factors are hypothesized to play in the 
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onset and maintenance of genital pain. While there is evidence to suggest that women 
who suffer from genital pain have higher levels of sexual impairment (Schover, y oungs, 
& Cannata, 1992; Meana et al., 1997b), whether this impairment is etiological, mediator, 
or effect has yet to be determined. Conceivably a woman's negative sexual attitudes may 
play a role in the development of pain during intercourse, but it is also possible that 
painful intercourse may contribute to the development of negative sexual attitudes. 
Empirical accuracy aside, the classification of sexual pain disorders exemplifies 
yet a larger inconsistency within the DSM diagnostic system. That is, the tradition of 
conceptualizing mental disorders according to the primary symptom of clinical focus has 
been abandoned in favor of a new approach unique to the diagnosis of sexual pain 
disorders. Dyspareunia and vaginismus are classified according to presumed effects 
and/or etiology. While there exists no inherent counter-indication for this approach, it is 
not consistently implemented throughout the DSM. For example, ifthis approach were 
used in the classification of other disorders, depression could be re-conceptualized as 
'family relations disturbance disorder' or alternatively as 'faulty attributional style 
disorder' . 
In addition to the above theoretical and clinical implications, the DSM 
conceptualization of genital pain according to sexual interference has likely contributed to 
a lack of research into the central symptom of pain. Despite this influence, a recent 
emphasis on pain symptomatology has inspired new directions in the investigation of 
female genital pain. With the resulting empirical evidence, alternative approaches to the 
existing DSM diagnosis and classification of dyspareunia and vaginismus have arisen. 
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Dyspareunia 
The tirst criterion for a diagnosis of dyspareunia requires "recuITent or persistent 
genital pain associated with sexual intercourse in either a male or a female" (DSM-IV-TR, 
2000). Criterion B further requires that the disturbance cause marked di stress or 
interpersonal difficulty, while criterion C excludes those whose symptoms are exclusive 
to vaginismus, lack of lubrication, the effects of a substance, a general medical condition, 
or simply not better accounted for by another Axis 1 disorder (with the exception of a 
sexual dysfunction). The disturbance is also specitied according to onset (lifelong or 
acquired), context (generalized or situational), and etiology (due to psychological factors 
or combined). Diagnostic features describe a range of pain intensities which may be 
experienced not only during, but also before or after intercourse. 
Empirical evidence suggests that dyspareunia's criterion A is both unfounded and 
overly exclusionary in emphasizing the symptom's association with sexual intercourse. 
As has been mentioned previously, women suffering from pain during intercourse report 
great discomfort in a wide range of activities, however, criterion A requires the 
disturbance to be associated with sexual intercourse. Therefore, a woman with no CUITent 
sexual partner who is experiencing pain during tampon insertion, bike riding, and 
gynecological examinations would not receive the diagnosis. It could be suggested that 
the woman' s past history of pain during intercourse be evaluated in the event of no 
CUITent partner, but then women with no past or CUITent sexual partners would still not 
receive the diagnosis. This is especially troubling given that sorne women without a 
history of sexual intercourse may be concemed about or even avoiding future sexual 
intercourse because they are anticipating the same genital pain they experience during 
attempted tampon insertion or gynecological exams. For example, a 19-year-old 
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competitive swimmer consulted because her pain would not allow her to wear tampons. 
Unfortunately this greatly interfered with her ability to continue swimming while 
menstruating. Being a virgin, she was also reasonably concemed how this pain would 
affect her ability to have intercourse. 
The criterion of intercourse-related pain may also contradict the notion of a 
context subtype; global vs. situational. If a diagnosis of dyspareunia is only given for 
genital pain associated with intercourse, then either the context subtypes must also be 
limited to situations involving intercourse, or an acknowledgement that genital pain is 
associated with other activities is already present in the system. As the first scenario only 
allows for a limited number of context parameters to be noted (e.g., different partners, 
positions, or rooms) we must assume the latter. Similarly, considerations of activities that 
bring about the pain (e.g., sexual vs. non-sexual, penetrative vs. friction only) are 
c1inically relevant when making the diagnosis. Given these considerations, the diagnostic 
criteria for "pain disorder" seems much more applicable to a diagnosis of dyspareunia; 
the disturbance is not limited to sexually active patients and sexual interference can be 
coded under criterion B where pain is required to cause "c1inically significant distress or 
impairment in social, occupational, or other important areas offunctioning.". 
We are then left wondering why dyspareunia has been set apart from non-genital 
pain disorders. Perhaps this represents an effort to gain specificity and/or homogeneity in 
diagnosing pain problems. However, impaired sexual intercourse seems an unlikely 
candidate for the differential diagnosis ofvarious pain syndromes. Any strategy likely to 
identify pain subgroups will rather focus on aspects of the presenting pain problem rather 
than variable associations with interfered activities. 
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The International Association for the Study of Pain (IASP) proposes such an 
approach to the diagnosis and classification of pain according to a five-axis system 
focusing on 1) anatomical region affected, 2) organ system implicated, 3) temporal 
characteristics, 4) intensity and duration, and 5) etiology (Merskey & Bogduk, 1994). 
This particular strategy has proved a useful guide for genital pain research and the 
identification of diagnostic sub-groups. For ex ample, Meana et al. (1997a) were the first 
to quantitatively and qualitatively measure pain in an undifferentiated sample ofwomen 
suffering from dyspareunia. The women in their sample reported pain ranging from a 
burning sensation in the vestibule to an aching sensation in the pel vic area, the most 
common sensory descriptors including "burning", "sore", and "sharp". In addition, pain 
was experienced in a wide variety of genital/pelvic locations while pain intensity ratings 
were found similar to that of arthritis, phantom limb, and back pain patients. Based on 
these findings, the authors concluded that the DSM diagnostic category of dyspareunia 
encompassed a heterogeneous group of pain problems, and therefore had limited 
diagnostic utility. Furthermore, IASP taxons of pain location and temporal pain pattern 
differentiated diagnostic groups more accurately than DSM criteria. For example, the 
largest diagnostic group (46%) to emerge from this study suffered from vulvar vestibulitis 
syndrome (YYS) characterized by a) severe pain on vestibular touch or attempted entry, 
b) tendemess to pressure localized within the vulvar vestibule, and c) physical findings 
confined to vulvar erythema (Friedrich, 1987). 
In a subsequent study conducted by Bergeron et al. (2001), the authors 
demonstrated the ability to reliably diagnose YYS relying on patients' self-reported pain 
ratings during a cotton-swab palpation of the vulvar vestibule. These studies taken 
together indicate that YYS can be reliably diagnosed based on patients' accounts ofpain 
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symptomatology. Further examination and measurement of pain in this subgroup has also 
revealed that women with VVS exhibit lower tactile and pain thresholds in the vulvar 
vestibule as weIl as lower pain thresholds in the deltoid, labium minus, and forearm than 
control women (PukaIl, Binik, Khalife, Amsel, & Abbott, 2002). These findings illustrate 
how empirical investigation of pain characteristics has contributed to our understanding 
of the peripheral and central pain mechanisms involved in YYS. While much ofthis new 
approach to the study of genital pain has been dedicated to YYS, we believe similar 
efforts will yield interesting results in the investigation of other genital pain syndromes. 
At present, DSM's diagnosis of dyspareunia draws no distinction between a wide 
variety of genital and pel vic pain conditions. This same criticism can be made of a 
diagnosis of pain disorder, which also encompasses a wide variety of pain problems. 
However, drawing a distinction between dyspareunia and other pain disorders only leads 
to diagnostic and conceptual confusion while offering no gain in specificity. A re-
conceptualization of dyspareunia according to IASP taxonomy has guided research into 
the primary pain symptom, while allowing for the consideration of sexual and/or 
underlying psychopathological factors. Furthermore, focusing on the description and 
evaluation of pain symptomatology has proved more useful in distinguishing between 
diagnostic groups. 
Vagin ism us 
The second sexual pain disorder presented in the DSM is vaginismus. In the 
DSM-IV-TR (AP A, 2000), criterion A for vaginismus specifies the condition as a 
"recurrent or persistent involuntary spasm of the musculature of the outer third of the 
vagina that interferes with intercourse". Criterion B further requires the disturbance 
cause "marked di stress or interpersonal difficulty" while criterion C excludes the 
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diagnosis when it is "better accounted for by another Axis 1 disorder" or "due exclusively 
to the direct physiological effects of a general medical condition". Vaginismus is also 
coded according to onset, context, and etiology. Diagnostic features indicate that the 
spasm may range from mild to severe, and may occur with the mere anticipation of 
vaginal penetration. 
This definition has a number of important limitations that are essential to take into 
consideration. First, although vaginismus is classified as a sexual pain disorder, pain is 
not required for the diagnosis of vaginismus, rendering vaginismus the only pain 
condition (sexual or otherwise) not to require the experience ofpain. Moreover, as is the 
case for dyspareunia, the disturbance is required to interfere with sexual intercourse alone 
despite indications under diagnostic features that a vaginal spasm can occur when 
penetration is attempted "with penis, finger, tampon, or speculum" (p. 513) presumably in 
non-sexual contexts. Within the DSM diagnosis of vaginismus, we therefore find the 
most striking example of a theoretical focus on impaired sexual intercourse over the 
women's experience ofpain. Accordingly, the primary symptom of clinical concern is 
deemed the vaginal spasm, presumably because this spasm presents the most immediate 
"barrier" to successful intercourse. 
Other nosologies such as the International Statistical Classification of Diseases 
and Related Health Problems (ICD-l 0, World Health Organization, 1992), the American 
College ofObstetricians and Gynecologists recommendations (ACOG, Technical 
Bulletin, 1995), as weIl as anecdotal accounts by clinicians (e.g., Lamont, 1978) also 
identify vaginal spasm as the central and defining criterion ofvaginismus. It is then 
surprising given this apparent consensus that the validity and reliability of the vaginal 
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muscle spasm component of vaginismus has never been empirically evaluated (Reissing, 
Binik, & Khalifé, 1999). For this, several methodologicallimitations are to fault. First, 
no consensus exists in the assessment and confirmation of vaginismus. Typically, 
researchers rely on a confirmation of the presence of a vaginal spasm by a gynecologist 
(e.g., Kennedy, Doherty, & Bames, 1995; Masters & Johnson, 1970), while in other 
studies participants are reported to be physician/gynecologist-referred patients with 
presumably confirmed vaginal spasm (e.g., Basson, 1996; Burkhard & Catalan, 1982; 
Plaut & RachBeisel, 1997). Yet another group of researchers argue that a reported history 
of difficulty with penetration is sufficient for a positive diagnosis (e.g., Harrison, 1996; 
Hawton & Catalan, 1990), and gynecological confirmation of the spasm is waived in 
order to avoid causing unnecessary pain (e.g., Biswas & Ratnam, 1995) or discomfort to 
the patient (e.g., Drenth, 1988). Second, no general consensus exists conceming the 
definition of a spasm versus muscle tension, or muscle contraction, and the type of pelvic 
muscles implicated in the vaginal spasm have not been reliably identified. Third, it is 
unclear wh ether interference with intercourse is attributed to pain and/or fear, or rather to 
a physical barrier created by a muscle spasm as the DSM diagnostic criteria would 
suggest. 
To date, there have only been a few studies which have examined the vaginal 
spasm criterion in women suffering from vaginismus. The results have not been 
encouraging. Van der Velde, and Everaerd (1999) for example, were unable to 
differentiate women with vaginismus from healthy controls based on observable vaginal 
spasm or differences in voluntary vaginal muscle control during vaginal EMG baseline 
measures (1999) or with exposure to affect-inducing films (2001). In another study by de 
Kruiff, ter Kuile, Weijenborg, and van Lankveld (2000), women with vaginismus were 
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found to be more avoidant of vaginal intercourse, but no differences in vaginal/pelvic 
muscle tone, ability to insert a finger, and pain during attempted intercourse were found 
as compared to women with dyspareunia. The authors concluded that the diagnostic 
differentiation between vaginismus and dyspareunia "is difficult or nearly impossible" (p. 
152). Together, these studies suggest that vaginal spasm may be an ineffective diagnostic 
marker for women with vaginismus. 
In a recent study further examining the vaginal spasm criterion, women with 
vaginismus were compared with matched dyspareunia and no-pain control subjects 
(Reissing et al., 2004). Participants were evaluated by two independent gynecologists 
and pel vic floor physical therapists. Only 28% of women with vaginismus demonstrated 
vaginal spasms during the gynecological exams and only 24% reported experiencing 
spasms with attempted intercourse. Physiotherapists however, detected vaginal spasms in 
nearly aIl the women in the vaginismus and dyspareunia groups as weIl as in over halfthe 
control group. Not surprisingly, resulting diagnostic agreement was low. 
While vaginal spasms could not be confirmed in aIl women in the vaginismus 
group, pelvic muscle tension was found to be more severe in women with vaginismus 
who notably demonstrated significantly more avoidance behaviours and di stress during 
the examinations. Similarly, women with VVS reported attempting intercourse at a mean 
frequency of 22 times over a period of six months in contrast to women with vaginismus 
who attempted intercourse on an average one time per 6 months. FinaIly, findings 
demonstrated that pain was an important component of the experience of vaginismus and 
not differentiable in intensity and quality from women with dyspareunia. Pain with 
attempted intercourse was reported retrospectively and directly elicited in women with 
17 
What is Sexual Pain? 
vaginismus using the same cotton-swab technique as used in the diagnosis ofVVS. As 
this technique involves a non-penetrative palpation of the vestibule, it appears that genital 
pain in women with vaginismus can be experienced independently of actual or anticipated 
vaginal penetration. 
In summary, vaginal spasm constitutes an inadequate diagnostic criterion for 
vaginismus and leads to important difficulties in differentially diagnosing vaginismus 
from dyspareunia and potentially other conditions as weIl. This is reflected by 
increasingly frequent reports from clinical practice and research literature of difficulties 
in di fferenti aIl y diagnosing vaginismus, from dyspareunia and even sexual aversion 
disorder(Abramov, Wolman, & David, 1994; Basson & Riley, 1994; Kaneko & 
Watanabe, 1999; de Kruif, ter Kuile, & Weijenborg, 2000; van Lankveld, Brewaeys, ter 
Kuile, & Weijenborg, 1995; Pukall et al., 2000). Recent studies indicate that pain and 
chronic pelvic floor tension are present in both women with vaginismus and dyspareunia, 
and that the difference may simply be one of degree or severity rather than kind (de 
Kruiff et al., 2000, Reissing et al., 2002). As a consequence, could one consider 
vaginismus the endpoint of a continuum of sexual pain (Reissing, Binik, Khalifé, Cohen, 
& Amsel, 2003)? What is the definition ofvaginismus if a diagnosis based on a singular, 
putative symptom (vaginal spasm) is inappropriate? 
With little empirical information available, one may concentrate on what has 
emerged as the differentiating characteristic between women suffering from vaginismus 
and dyspareunia; behavioural avoidance and distress with exposure (Reissing et al., 
2004). Similarly, behavioural avoidance and pain-related fear have also been identified 
as important factors in the development and maintenance of non-genital chronic pain 
conditions (Asmundson, Norton, & Norton, 1999; Turk, 2002). Sorne women appear to 
18 
What is Sexual Pain? 
be more likely to respond to painful intercourse or painful attempts at intercourse with an 
increased fear reaction and subsequent behavioural avoidance. For these women, 
negative expectations about pain and/or penetration cannot be disconfinned due to lack of 
exposure to the feared situation. During the occasional attempt, anticipatory anxiety is 
likely to be significant, further confinning penetration and/or pain-related fears. 
Interference with intercourse then is likely to be caused by phobia-like fear and 
heightened anxiety when confronted with the fear-inducing stimulus usually avoided 
(vaginal penetration). This conceptualization corresponds with clinical accounts (e.g., 
Leiblum, 2000) and may also explain the positive outcome of the traditional sex therapy 
approach to the treatment of vaginismus (Reissing et al., 1999), using progressive 
dilatation as a fonn of graded desensitization and exposure typical in the treatment of 
specifie phobias (e.g., Leahy & Holland, 2000). However, the aim in progressive 
desensitization is a disconfinnation of the feared experience (pain); but ifthis experience 
is triggered repeatedly via progressive pain-inducing dilatation, a reduction of fear and 
avoidance is unlikely. Therefore it is essential that pain relief/management be integrated 
into these treatment approaches. As for diagnostic purposes, identifying women with 
genital pain who have a pronounced fear of penetration/pain and are coping with 
behavioural a\'oidance may guide research efforts in clearly defining a clinically real and 
relevant subgroup ofwomen. 
Summary 
Theoretical and empirical evidence has been presented to challenge the DSM 
diagnostic criteria for dyspareunia and vaginismus as weIl as the concept of"sexual 
pain"'. Genital pain is sel dom limited to sexual intercourse and cannot yet be attributed to 
sexual dysfunction. However, the co-occurrence of genital pain with sexual intercourse 
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presents an almost iITesistible conceptual fallacy. Similarly, the DSM has departed :from 
its traditional diagnostic focus for the classification of genital pain. This departure has 
de-emphasized the importance of chronic and reCUITent pain in the investigation and 
treatment of dyspareunia and vaginismus despite recent empirical evidence highlighting 
the central role pain factors play in these conditions. Furthermore, investigation of pain 
characteristics in conjunction with DSM criteria has illustrated the failure of the CUITent 
diagnostic system to identify and differentially diagnose clinically relevant subgroups. A 
diagnostic focus on the primary presenting problem of pain according to IASP taxonomy 
has provided a useful alternative approach that also allows for the consideration of sexual 
and/or psychopathological factors. This diagnostic system reflects an integrated model of 
chronic pain with differential diagnostic capacity superior to the DSM pain disorder 
category. 
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Transition Text 1 
This first paper provides a literature review and critique of the Diagnostic and 
Statistical Manual of Mental Disorder's classification of dyspareunia and vaginismus. 
This critique illustrated how the CUITent conceptualization of sexual pain is not only 
tlawed on theoretical and empirical grounds, but also fails to identify and differentially 
diagnose clinically relevant subgroups. The result is a confusing assortment diagnostic 
labels and treatment approaches. The following paper provides a review and critical 
evaluation of the assessment and treatment options available. As in the first review paper, 
recommendations and alternative approaches are presented. 
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(A) Introduction 
Obtaining a proper diagnosis and treatment is a major obstacle for women 
suffering from sexual pain disorders. In a recent epidemiological investigation l , only 
54% ofwomen surveyed sought treatment for their chronic vulvar pain, and ofthose, 
60% saw 3 or more clinicians while only 61 % obtained a diagnosis. These statistics are 
particularly alarming given that prevalence estimates for dyspareunia and vaginismus 
range from 12 to 21%1,2,3,4. 
Why so few women consult for dyspareunia or vaginismus remains uncertain, 
however this may be due to discomfort discussing such issues with their doctor. One 
likely solution is to make a sexual pain assessment part of the routine gynecological 
examination. However, prevalence data also suggests that health care physicians lack 
expertise in diagnosing sexual pain disorders 1• This possibly reflects an oversight in 
medical training, but also likely stems from confusion arising from current classification 
systems and nomenclature. Within the literature, a variety of diagnostic labels are used to 
refer to dyspareunia including, vulvodynia, generalized and localized vulvar dysesthesia, 
dysesthetic vulvodynia, vestibulodynia, and vulvar vestibulitis syndrome (YYS). And 
while there appears to be sorne consensus regarding the use of the term vaginismus, 
criteria for this diagnosis remain controversial and are inconsistently applied5• Most 
notably, terminology within the sexual pain literature is not used consistently and at times 
fails to discriminate among conditions with different symptomatology. As a result 




Their exist five major classification systems with respect to sexual pain including 
the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR)6, the 
International Statistical Classification ofDiseases and Related Health Problems (ICD-
10)7, the International Association for the Study ofPain's (IASP) Classification of 
Chronic Pains, and ad hoc classifications proposed by the American College ofObstetrics 
and Gynecology (ACOG)9, and the International Society for the Study ofVulvovaginal 
Disease (ISSVD)IO. These systems differ on the range ofproblems covered, diagnostic 
criteria for these problems, and underlying theoretical approach. 
The Diagnostic and Statistical Manual of Mental Disorders III-R first introduced 
the tenn "sexual pain disorder" to classify dyspareunia and vaginismus under the category 
ofSexual Dysfunctionsll . Today, the DSM-IV-TR has preserved this category, making 
dyspareunia and vaginismus the only pain conditions to be classified outside the category 
of Pain or Somatofonn Disorders6. Diagnostic criteria require that the sexual pain be 
specified as resulting from organic, psychological or mixed factors, lifelong or acquired, 
and global or situational. Ultimately very little discriminative diagnostic infonnation is 
provided to make these distinctions. For example, what constitutes organic vs. 
psychological causation is not specified, nor is any detail regarding the location, temporal 
duration, or quality ofthe pain. In addition, a woman who experiences a deep throbbing 
pain upon penile thrusting would obtain the same diagnosis as a woman who experiences 
a superficial burning sensation during vaginal insertion. Strictly speaking, according to 
the DSM-IV-TR, women who are not sexual1y active, but experience pain during other 
activities involving vestibular pressure or vaginal insertion would not obtain a diagnosis 
as the pain is not interfering with sexual intercourse. 
29 
Interference with intercourse is also a central diagnostic feature for vaginismus in 
the DSM-IV-TR. Defined as an involuntary vaginal spasm that interferes with 
intercourse, pain is not required for a diagnosis of vaginismus. The International 
Statistical Classification ofDiseases and Related Health Problems (lcD-lOf and the 
American College of Obstetricians and Gynecologists9 recommendations also identify 
vaginal spasm as the central criterion for a diagnosis ofvaginismus. To date however, 
very little empirical evidence exists for the validity of this diagnostic feature. Studies 
have failed to differentiate women with vaginismus from those with dyspareunia5 or even 
healthy controls12,13,14 based on the presence of such a spasm. One study did find that 
women with vaginismus demonstrated increased pel vic muscle tonicity as compared with 
women suffering from dyspareunia and healthy controls, and also displayed more 
defensive and avoidance behaviors during a pelvic examination5. The question of 
whether vaginismus constitutes a different clinical entity from other forms of dyspareunia 
or simply represents the extreme of a continuum remains unanswered. 
Despite the limitations of the DSM-IV-TR system of classification in gui ding the 
assessment and diagnosis of sexual pain disorders, this system is strikingly consistent 
with the ICD-l 0 which also classifies psychogenic dyspareunia and vaginismus as sexual 
dysfunctions7 whereas organic dyspareunia and vaginismus are classified as pain 
disorders. The implication is that if no physical findings can be found during medical 
examination, then the disorder is necessarily of a sexual nature. The result is that too 
often women suffering from these conditions are similarly dismissed from the 
gynecologist's office with a referral to a sex therapist. While such a referral appropriately 
addresses the issue of sexuality in women suffering from pain during intercourse, the 
primary presenting symptom of pain is not being equally treated. 
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The International Association for the Study of Pain (IASP) developed the 
Classification of Chronic Pain which has inspired a new approach to the assessment and 
study of urogenital pain8. Within this classification system, pain is described according to 
five dimensions including location, system involved, temporal pattern, self-reported 
intensity and duration, and etiology. Considerable empirical research now exists for aIl 
five ofthese dimensions, particularly with reference to vulvar vestibulitis syndrome 
(VVS). This condition is believed to be the most common form of dyspareunia among 
pre-menopausal women2.15.16 and is characterized by severe pain upon vestibular touch or 
attempted vaginal entry,17 as opposed to idiopathic vulvodynia where the pain is 
unprovoked. The majority of women with YYS report the onset of pain with 
penetrationl6, exhibit increases in pain after successive clockwise cotton-swab palpations 
ofthe vestibule18 and, habituation to suprathreshold painl9. Self-reported pain intensities 
in women with VVS are normally distributed, representing a continuum of pain rather 
than an alI-or-none phenomenal8. AIso, when comparing thresholds for touch and pain, 
pain thresholds in women with VVS match touch thresholds in pain-free controls l9. An 
assessment according to the Classification of Chronic Pain provides a wealth of clinically 
relevant information, even in the absence of obvious pathology. A consideration ofthese 
pain dimensions should be included as part of any thorough urogenital pain assessment. 
Although not included in the formaI axes, the IASP also places great value on self-
reported pain quality with the underlying assumption that similar pains may share similar 
etiology. In contrast, the DSM-IV-TR criteria for dyspareunia refer to a multitude of 
different pains, while paradoxically, the category ofvaginismus has little discriminative 
value. 
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The American College of Obstetrics and Gynecology (ACOG) and the 
International Society for the Study ofVulvovaginal Disease (ISSVD) have attempted a 
more thorough classification of conditions causing urogenital pain. In 1997 ACOG 
released an educational bulletin20 classifying vulvovaginal pathology according to four 
categories: Lichen sclerosis, squamous cell hyperplasia, other dermatoses (including 
lichen simplex chronicus and lichen planus), and nonneoplastic epithelial disorders 
confined to the vulvar vestibule (including YYS, vestibular papillomatosis, and idiopathic 
vulvodynia). This system of classification distinguishes vulvovaginal disease according 
to physical findings and also provides guidelines for the diagnosis and treatment of each 
though any reference to vaginismus is lacking. Concerning the diagnosis ofVVS, ACOG 
suggests that evidence of inflammation and tendemess in response to pressure in inflamed 
areas along with a clinical history are sufficient for the diagnosis. However, the 
diagnostic criterion of erythema has received very little empirical support 1 8 and the issue 
of inflammation remains a controversial one. Controlled histopathological studies have 
revealed inflammatory infiltrates to be a relatively common finding in vestibular 
tissue21 ,22,23 while genetic evidence points to a dysfunctional inflammatory response in the 
pathogenesis ofVVS24,25,26. This condition therefore remains a diagnosis of exclusion 
when al1 other pathologies have been ruled out, including idiopathic vulvodynia, though 
specifie discriminative criteria are not provided for the latter. 
In a society newsletterlO, the ISSVD recently circulated its newly formulated 
classification system for vulvar pain. In a dualistic approach similar to the DSM-IV-TR, 
vulvar pain is classified as either due to a specific disorder or to vulvodynia. The first 
category is further subdivided according to etiology including; 1) infectious; 2) 
inflammatory; 3) neoplastic; and 4) neurological. Vulvodynia is categorized according to 
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whether the pain is localized or not, and also whether the pain is provoked, unprovoked, 
or mixed. Under this newly proposed system, vestibulodynia, clitirodynia and 
hemivulvodynia are provided as examples of localized pain, but no examples or official 
nomenclature are provided for the other criteria. It appears that in the absence of obvious 
pathology, vulvar pain is classified according to descriptive pain characteristics, similar to 
the IASP system. This represents a significant departure from the DSM-IV-TR, which 
would simply classify urogenital pain as psychogenic in the absence of obvious 
pathology. Although this approach does not make any specific mention ofvaginismus, it 
encourages the careful assessment and diagnosis of pain regardless of physical findings. 
(B) Assessment 
As with any sexual dysfunction or pain disorder, a multidisciplinary approach to 
the assessment of dyspareunia and vaginismus is encouraged to allow for a more 
comprehensive evaluation. This requires a clinical interview by a mental health 
professional in addition to a thorough physical examination by a gynecologist and pelvic 
floor physiotherapist. Though this may not be possible in every health care setting, a 
multidisciplinary approach is encouraged to: 1. validate the patient's experience of the 
pain and if s interference with sexual and couple functioning, 2. mIe out and treat 
identifiable physical pathology, 3. identify possible exacerbating/ attenuating factors and 
avenues for intervention. A multidisciplinary approach further allows each specialist to 
contribute their unique expertise to the understanding and evaluation of the problem in a 
complementary way. 
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(C) The clinical interview 
The clinical interview is essential when assessing any pain condition and should 
include questions regarding the history, onset, intensity, location, quality, and duration of 
the pain. If the pain is provoked, it is also important to assess which activities are likely 
to trigger it. Women with pain during intercourse in particular may have difficulty 
identifying the location of the pain. In this instance, diagrams ofboth external and 
internaI reproductive organs can be quite helpful. As pain is defined as both a sensory 
and affective experience8, it is also important to assess both pain intensity and distress 
separately during the gynecological examination and via retrospective reports. Sorne 
women may find even small amounts of pain distressing while others may report intense 
pain but not find it particularly upsetting. This information will help assess how the 
woman experiences and copes with her pain. Pain sensory and distress ratings should be 
assessed using a visual analogue scale (VAS). The VAS typically consists of a 10 cm 
line with verbal anchors labeling the ends from no pain at the left, to unbearable pain at 
the far right27 . lt is a weIl established and validated pain measurement tool which has 
shown sorne advantages over simple verbal ratings including sensitivity to changes in 
pain intensity and ratio scale properties28 . Original formulations of the VAS include 
simple paper and pencil administration, however, advances in technology have allowed 
for the development of an electronic version whereby pain ratings can be entered on hand 
held computers29. 
To obtain additional information regarding fluctuations in pain, a pain diary is a 
useful diagnostic and therapeutic tool (see Appendix)3o. This allows both patient and 
practitioner to track the fluctuations in pain with associated clinical phenomena, in 
addition to identifying potential antecedents to the pain and the success of CUITent coping 
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strategies. As with the V AS, electronic diaries can facilitate the collection of clinical 
data3l • Asking about past treatments, previous diagnoses, and remedies that helped or 
worsened the pain can also be informative. 
Most importantly when assessing patients with dyspareunia or vaginismus, it is 
crucial to determine the general impact ofthe pain on the patients' overalllevei of 
functioning. Is the pain threatening their sexual and relationship satisfaction? How has 
this affected their lives emotionally? Not surprisingly, women with dyspareunia report 
lower frequencies of intercourse and self-stimulation, lower levels of sexual desire, 
arousal, and pleasure, less success at achieving orgasm, and more negative attitudes 
towards sexuality that non-affected women32,33,34. Unlike other non-genital pains, the 
inability to experience painless vaginal penetration may represent a threat to sexual and 
relationship satisfaction. Similarly, affected women report more catastrophizing with 
relation to co ital pain than other non-coital painsl9, in addition to difficulties with 
relationship adjustment and psychological distress, including depression and anxiety32. 
Activities outside the realm of sexuality and intimate relationships may also be affected 
such as gynecological examinations, bicycle riding, tampon use, or even sitting for long 
periods oftime32,18. Given the significant negative impact sexual pain disorders can have 
on multiple aspects oflife, it is crucial to assess these in order to design an effective and 
targeted treatment plan. 
(C) The physical examination 
Before proceeding with a physical examination, physicians should assess the 
intensity ofthe pain and explain to the patient that in order to obtain a diagnosis, an 
attempt will be made to replicate this pain. Empirical research has shown the pain of 
dyspareunia to be similar in intensity to that of chronic back or cancer pain17, therefore 
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both patient and physician should be aware that the experience is likely to be quite painful 
and potentially upsetting. Though the busy rush of patients through a general or 
gynecological practice often precludes spending much time with each patient, extra care 
should be used when assessing a woman in pain to explain each procedure before it is 
conducted and to assess how she is managing throughout the examination. Medical 
practitioners must be mindful ofhow vulnerable the patient could feel, and allow her to 
control the pace. Failure to do so may further worsen the situation or, in sorne cases of 
vaginismus, be traumatic. Women with dyspareunia and vaginismus in particular may 
have been avoiding regular gynecological examinations because of the pain, and thus may 
not know what to expect. 
The physical examination should include a cotton-swab palpation of the vulva and 
a pelvic examination in an effort to replicate the pain. It is important to ask the patient to 
distinguish between pain and discomfort. If pain is felt during the examination, the 
physician should assess ifthis is the same pain the patient is consulting for, and ifnot, 
how do es it differ? A careful examination of the vulvar vestibule with vaginal cultures 
and/or biopsy where warranted is required to rule out infection and/or dennatosis35•36. 
When assessing vulvar disease, Foster has developed a characterization ofleasion type as 
either macular (e.g. vulvar dennatosis), u1cer (e.g. vulvar neoplasia or herpes simplex), 
papule, nodule, cysts or tumor (e.g. condyloma acuminata), pustule (Bartholin gland 
abscess), traumatic/anatomic (e.g. as a result of vaginal delivery), or neoplastic (e.g. 
vulvar intraepithelial neoplasia or melanoma37• Other conditions causing dyspareunia 
also need to be ruled out including hypoestrogenism, endometriosis, ovaries in the cul-de-
sac, fibroids, and pelvic infection38. Symptoms consistent with idiopathie, dysesthetic, or 
essential vulvodynia may also be caused by conditions such as pruritus vulvae or 
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pudendal neuralgiae39• When assessing post-menopausal women with dyspareunia, it is 
important to carefully assess vulvovaginal atrophyand other anatomical changes 
experienced by aging women40,41. Dyspareunia may also result from pelvic or cervical 
surgery, radiotherapy, and pharmacotherapy42, therefore a thorough medical history 
should be taken. In addition to the gynecological examination, physiotherapists should 
assess the elasticity ofthe vaginal opening, pelvic floor muscle tonicity, and the patient's 
ability to isolate and voluntarily contract and release relevant muscle groups. 
Gynecologists and physiotherapists also have the unique ability to assess avoidance and 
fear behaviors during their examinations such as vocalizations, crying, closing legs, and 
knee withdrawal in an effort to avoid the examination. 
(A) Treatment and outcome 
The treatment of sexual pain is largely hindered by the relative scarcity of 
randomized and controlled treatment outcome trials. Without these, health professionals 
lack the information they need in order to treat their patients effectively and safely. 
Guided by dualistic diagnostic systems, clinicians have historical1y adopted treatment 
approaches starting with medical interventions, progressing to mental health ones when 
these fail, and final1y surgery as a last resort. Medical interventions lie on a continuum 
from relatively minor to invasive methods, operating largely on a trial and error basis. 
Just about anything that can be applied to the vulva has been, in an effort to help patients 
suffering from various forms of dyspareunia (e.g. YYS and idiopathie vulvodynia) and 
vaginismus. In most instances, there is no indication that these interventions are more 
effective than placebo and sorne suspect they could be iatrogenic43 . Furthermore, many 
of the se treatments are guided by etiological theories of coital pain which have yet to be 
empirical1y validated. 
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In their 1997 educational bulletin, ACOG provided treatment recommendations 
for both VVS and idiopathie vulvodynia (i.e. ehronie vulvar painio. Treatment 
recommendations for YYS begin with local topical treatments (ie. sitz baths), progressing 
to topical medical treatment involving a corticosteroid, estrogen, or lidocaine cream, to 
oral medications including calcium citrate, corticosteroids or fluconazole. Should these 
interventions fail, progressively more invasive approaches are recommended such as 
interferon injections, neurophysiologic treatments and finally surgical excision via 
vestibuloplasty, or partial to total vestibulectomy. In patients with idiopathic vulvodynia, 
vestibulectomy is discouraged because it has been suggested to be less successful in this 
group ofwomen44• Rather, ACOG recommends that these patients be treated with low-
dose tricyc1ic antidepressants such as amitriptyline. Though ACOG recommendations 
aeeurately represent the hodge-podge of medical interventions that have been tried to treat 
dyspareunia and vaginismus, few of these approaches, with the exception of 
vestibulectomy, have received empirical support. 
When medical interventions fail, women may be referred to a mental health 
professional such as a sex therapist. Sex therapy approaches range from psychoanalytic 
to the more commonly practiced cognitive behavioral techniques. These often focus on 
impairment with intercourse and often assume po or adjustment and/or sexual knowledge 
on the part ofthe couple or elements oflow sexual desire on the part ofthe patient. 
Others suggest impairment in sexual arousalleading to po or vaginallubrication causing 
pain, and likewise focus on improving sexual arousai. Behavioral strategies for 
dyspareunia and vaginismus also typically inc1ude sorne form of graded desensitization in 
combination with vaginal dilatation with a heavy emphasis on relaxation training and 
anxiety reduction. More recent empirically-proven behavioral strategies integrate a pain 
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management component and focus on helping patients reconceptualize their dyspareunia 
or vaginismus as a pain problem influenced by behavioral, affective, cognitive and 
relationship factors45• The partner is also encouraged to participate in these treatment 
efforts as there is evidence that specific characteristics of romantic relationships are 
associated with pain and pain-related disability46. 
(B) Topical creams 
Topical creams represent the standard fÏrst line approach for the most cornrnon 
forms of dyspareunia involving vestibular pain. Topical anesthetics applied prior to 
intercourse are believed to relieve discornfort enough temporarily to rnake intercourse 
possible. However, rnany patients have difficulty applying the cream in the correct area 
and sorne report a burning sensation upon application. If applied too soon prior to 
intercourse, the cream rnay also have a nurnbing effect on the partner. Finally, should the 
crearn provide the desired anesthetic relief during coitus, the wornen may be inc1ined to 
engage in vigorous thrusting which may only result in exacerbated pain after the cream 
has wom off. Other topical treatments such as antifungal, antibiotic, antiviral, and 
corticosteroid crearns are generally believed to be ineffective though few clinical trials 
exist. In addition to nightly applications of anesthetic cream 47, other topical preparations 
have been investigated inc1uding nitroglycerine48 , glyceryl trinitrate49, capsaicin50, and 
estrogen-based creams51 • However, evidence from randomized placebo-controlled trials 
is lacking. The importance of placebo-controlled outcorne trials was illustrated in one 
double-blind, randornized, placebo-controlled study comparing the effectiveness of 4% 
cromolyn cream cornpared with placebo cream52• Both groups improved significantly 
with no differences in the degree of irnprovement between groups. In addition, 46% of 
patients in the placebo condition felt they had a 50% or greater reduction in symptoms. 
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(B) Oral medications 
It has been suggested that excess oxalate in the urine irritates the vulvar 
epithelium causing severe buming that can be relieved with calcium citrate tablets53 • This 
theory however, has never been supported by more than case reports. Acyclovir, an 
antiviral agent used in the treatment of genital herpes, has shown sorne promise in the 
treatment of idiopathic vulvodynia50, although it is rarely recommended to patients with 
sexual pain. This may be due to the fact that initial retrospective study results have not 
been replicated in a randomized, placebo-controlled treatment outcome trial. 
Low dose tricyclic antidepressants have been used widely in pain management. 
While sorne believe the use of amitriptyline is generally ineffective for women suffering 
from idiopathic vulvodynia, others have attempted to characterize the patients most likely 
to respond to this medication54, while yet another case study reported complete pain relief 
with nortriptyline55 . Gabapentin, an anticonvulsant, has also been investigated in a small 
uncontrolled treatment trial for idiopathic vulvodynia with promising results57 that have 
yet to be replicated. 
(B) Injections 
Interferon injections have been attempted to treat dyspareunia. Administered 
either intramuscularly, intraleasionally, or intradermally, interferon is generally injected 
into the affected area several times a week for approximately four weeks58 . Success rates 
from non-randomized trials varied from 16 to 88%59. Interferon is rarely used today and 
is not recommended for the treatment of dyspareunia in the absence of suspected HPV 
infection. The efficacy of submucous infiltrations of methylprednisolone and lidocaine6o, 
and betamethasone and lidocaine for dyspareunia61 , and Botulinum toxin for vaginismus62 
have also been investigated in small uncontrolled and case studies with sorne success. 
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However additional research is needed in order to establish the safety and efficacy of 
these treatments. 
(B) Surgi cal interventions 
Vestibulectomy has been the most frequently investigated treatment for YYS. 
This minor surgi cal procedure consists of the excision of the hymen and sensitive areas of 
the vestibule to a depth of approximately 2mm, with sorne procedures involving the 
mobilization of the vaginal mucosa to coyer the excised areaI7,63,64. Healing can take up 
to 8 weeks after which women are instructed to gradually resume intercourse. To date, 
over 20 published studies exist reporting success rates ranging from 43 to 100%59. Most 
studies report successes rates in excess of 60% making vestibulectomy the treatment 
option with the best therapeutic outcome. Though many of these studies lack a control 
group, systematic pain measurement, or even an operational definition of therapeutic 
success, vestibulectomy has been validated in two randomized-controlled treatment 
outcome trials to date65,66. Recently, efforts have been aimed at developing surgi cal 
techniques which are less invasive than total perineoplasty with mixed results 67,68,69. 
CO2 laser ablation of the vestibular area has also been investigated. This 
controversial modality, however, is believed to have potential aggravating effects 
including delay in healing, chronic pain, scar tissue, and sever mucosal atroph/o. A 
flashlamp-excited dye laser, believed at the time to have less negative consequences than 
the CO2 technique has been used to selectively photocoagulate symptomatic vessels71 . 
Though initial response rates seemed promising, this technique also resulted in negative 
effects, and consequently, is no longer used. 
More recently, uterine suspension has been investigated in the treatment of 
dyspareunia and pel vic pain associated with uterine retroversion. This technique is 
41 
motivated by the theory that deep dyspareunia is thought to be the result of the penis 
colliding with the uterus and/or cervix. In a technique coined UPLIFT (for uterine 
suspension and extraperitonealligament investment, fixation and truncation), shortening 
of the ligaments that suspend the uterus results in a repositioning of the uterus in a 
slightly anteverted position72 • This procedure takes approximately 12 minutes and is 
performed as same-day surgery. Though initial results seem promising for this and 
similar procedures, adverse effects have been reported73 • Given the invasiveness of the 
procedure, more research is required to investigate the phenomena of "collision 
dyspareunia" and the effectiveness of uterine suspension as a safe and effective treatment 
option 
(B) Cognitive-Behavioral approaches 
Cognitive-Behavioral approaches have received sorne of the strongest empirical 
support to date particularly in the treatment ofVVS. These include multidisciplinary 
treatment programs incorporating techniques from sex and pain management therapy, in 
addition to biofeedback and pelvic floor physiotherapy. These approaches are often 
guided by clear and empirically supported rationales74 . Similar approaches for the 
treatment ofvaginismus however, have been somewhat empirically neglected. 
Biofeedback training represents a treatment option that has been developed for the 
treatment of dyspareunia based on the finding that these women suffer from increased 
muscle tonicity potentially contributing to their pain5• Through biofeedback training, the 
patient is provided with direct visual feedback regarding their level of muscle tension via 
a vaginal sensor connected to a display monitor. They received pelvic floor muscle 
training with respect to contraction, relaxation, and the acquisition of voluntary control 
over these. In one uncontrolled study examining the efficacy ofbiofeedback in a mixed 
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sample of women with vulvar pain, subjective pain reports decreased an average of 83 % 
after four months oftraining75• Another study examined the effectiveness ofbiofeedback 
in the treatment ofwomen with moderate to severe VVS where 24 of the 29 participants 
reported negligible or mild pain following treatmene6• Biofeedback also constitutes an 
important component of pelvic floor physiotherapy, where a physiotherapist works 
directly with the patient to help relieve muscle tonicity. Evaluated for the treatment of 
YYS, results from one study revealed a significant improvement in over 70% of patients 
after an average 16 months of treatment using this technique 77. 
Elements of pel vic floor physiotherapy and biofeedback have also been integrated 
into more comprehensive behavioral strategies. One such approach was compared with 
or without surgical intervention in the treatment of 48 women with VVS65 . In the first 
phase ofthe study, 14 patients were randomly assigned to either treatment condition. The 
behavioral approach included components of psychosexual education, pelvic floor muscle 
exercises aimed at reducing hypertonicity, small hygienic changes and individual or 
couple sex therapy where deemed appropriate. Participants also randomized to surgery 
underwent a modified perineoplasty. Follow-up data indicated that both treatments were 
equally effective with all but two women reporting complete or partial improvement. 
Even for the two unimproved women, the pain formed less of a problem. Similar resuJts 
were obtained in a second non-randomized phase of the study where 34 women and their 
partners were given the choice of treatment. Twenty-eight chose the behavioral 
intervention without surgery and evidenced similar improvements than those who chose 
surgery as weIl. The authors concluded that a behavioral approach should be the first line 
oftreatment for YYS, and that surgery should only be used as an adjunct in treatment-
resistant patients. 
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In the only completely randomized controlled treatment outcome trial for 
dyspareunia to date, group cognitive behavioral pain management therapy was compared 
with vestibulectomy and biofeedback training in the treatment ofVVS66• In the 
behavioral treatment, patients were provided with psycho-education regarding sexuality 
and pain, and with instruction on muscle relaxation, deep breathing, kegel exercises and 
vaginal dilatation, coping, communication and cognitive restructuring, with the goal of 
increasing behaviors that decrease pain and facilitate sexual arousal and desire. A 
significant treatment effect was observed at post-treatment and 6-month foIlow-up in aIl 
three treatment groups, however, vestibulectomy resulted in approximately twice the pain 
reduction than the other two conditions. There was no treatment difference in overall 
sexual functioning and self-reported frequency of intercourse at the 6-month foIlow-up, 
and intercourse frequency for aIl groups remained below that for healthy women of 
similar age. AlI three groups continued to improve over time at a 2.5 year foIlow-up and 
while vestibulectomy remained superior to the other two groups with respect to cotton-
swab induced vuvar pain in the gynecologist's office, women in the group therapy 
condition reported equal improvements in tenns of self-reported pain during 
intercourse78 • These results suggest that the benefits of cognitive-behavioral group 
therapy may take longer to appear than surgery but can be just as effective. 
Similar randomized and controlled treatment outcome studies are lacking for 
vaginismus. A series of successful case studies have been published regarding behavioral 
approaches for the treatment ofvaginismus. However, a 2004 review of the literature 
found only two controlled studies79• One ofthe trials compared in vivo to in vitro fonns 
of desensitization and found no difference in effectiveness between them80, while no data 
were supplied in the second publication which allocated patients to waiting list control, 
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flooding or systematic desensitization81 • A third semi-controlled trial was also identified 
where patients were allocated to in-vivo systematic desensitization (39), in-vitro 
desensitization (10) or hypnotherapy (6) on the basis of a neurosis scores82• Treatment 
success ranged from 100% in the hypnosis group and 94% in the in-vivo group, to 70% in 
the in-vitro group. 
Other treatment options for dyspareunia and vaginismus include pain management 
techniques such as acupuncture and hypnosis. Although few studies currently exist, there 
is promising data regarding the effect of acupuncture on pain reduction and overall 
quality oflife in women with VVS83• A case study has also been published whereby 
hypnosis reduced pain and helped re-establish sexual pleasure in yet another patient with 
VVS84• As with most medical treatments however, randomized controlled trials are 
needed in order to establish the effectiveness of these newer modalities. 
(A) Summary 
The multidisciplinary biopsychosocial approach to the assessment and treatment 
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of dyspareunia and vaginismus has been the theme of this chapter. This model reflects 
the complexity of sexual pain. Even if the initiating pain could be reduced to an 
identifiable eitiological factor, it carries with it a snowball of physiological, sexual, 
relationship, and cognitive-emotional sequelae that influence the maintenance ofthe 
sexual pain and significantly contribute to patient distress. Therefore it is unlikely that 
any one magic pill, cream, or cognitive-behavioral technique will ever be found to cure 
aIl affected areas of functioning in women with sexual pain. The striking success of 
vestibulectomy does, however, stand in contradiction ofthis assertion. Though surgical 
removal of the affected area is effective in reducing pain, the question of what happens to 
the other psychosocial components of dyspareunia and vaginismus when the pain has 
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been rernoved has yet to be fully investigated. There is sorne evidence to suggest that 
reducing the pain does not necessarily restore sexual functioning66• At this stage of 
knowledge it is therefore crucial to address the wh ole patient and aIl the factors that affect 
quality of life. 
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To fill out after engaging in an activity that caused genital pain (e.g. intercourse, finger 
insertion, etc.). The items in italics (11, 12, 13, 14, 15) refer only to pain experienced 
during sexual activities. 
Name: 
-------------------
Date: __________ _ 
1. Day: 2. Time: _____ _ 
3. Time of menstrual cycle _________ 4. Pain intensity (0 to 10): _____ _ 
5. Cause of the pain 6. Duration of the pain: ____ _ 
7. Where were you? ________________________ _ 
8. What were you feeling and thinking just prior to the pain? 
9. What were you feeling and thinking during the pain? 
10. What were you feeling and thinking after the pain? 
11. Haw much rime did yau spend an sex play? ______________ _ 
12. Haw araused were yau (0 ta 10) ? __________________ _ 
13. Haw lubricated were yau (0 to 10)? _______________________________ _ 
14. Up ta what paint were yau in the maadfar sex (0 ta 10)? _________ _ 
15. What was your partner's reactian ta yaur pain? ____________ _ 
16. How relaxed did you feel (0 to lO)? _______________________________ _ 
17. What did you do to try to reduce the pain? ______________ _ 
18. How effective was this? (Circle the appropriate number). 
o = did not help at all 
3 = helped a lot 
Additional comments: 
1 = helped very little 
4 = stopped the pain 
(*Taken from Bergeron, Binik, & Larouche, 2001) 
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2 = helped somewhat 
Transition Text 2 
The previous two review papers have argued for a pain-centered approach to the 
classification, assessment, and treatment of sexual pain while allowing for the exploration 
and study of sexuaI factors aIso impIicated in these disorders. In addition to 
vestibulectomy, cognitive-behavioural strategies seem to hold promise for the treatment 
ofvulvar vestibuIitis syndrome, and may be just as efficacious as surgery over time. The 
following empirical paper further explores cognitive-affective factors implicated in vulvar 
vestibulitis syndrome, and was inspired by similarities between theories of chronic pain 
and sexual dysfunction. 
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Abstract 
Hypervigilance for pain-relevant stimuli has been associated with anxiety, fear of pain 
and anxiety sensitivity. This attentional bias has been primarily investigated in 
heterogeneous pain groups or pain-free controls, but has not been examined in pain 
conditions where anxiety and fear are likely to play a central role. Due to the intimate 
and interpersonal nature of genital pain experienced during sexual intercourse, Vulvar 
Vestibulitis Syndrome (VVS) constitutes an ideal sample in which to investigate the role 
of cognitive and affective factors in pain perception and maintenance. Seventeen women 
suffering from YYS and an equal number of age and education matched control women 
completed an emotional Stroop and memory recall task in addition to a series of 
questionnaires assessing pain-hypervigilance, state and trait anxiety, fear of pain, and 
anxiety sensitivity. VVS sufferers reported hypervigilance for coital pain and also 
exhibited a selective attentional bias towards pain stimuli on the emotional Stroop task as 
compared with controls. This effect was predicted by state and trait anxiety and fear of 
pain. According to these data, treament strategies for VVS should target anxiety and fear 
in addition to sensory systems. 
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1. Introduction 
Vulvar Vestibulitis Syndrome (VVS) is believed to be the most common form of 
pre-menopausal dyspareunia (Meana et al., 1997a; Harlow and Stewart, 2003) and is 
characterized by severe pain upon vestibular touch or attempted vaginal entry, exquisite 
tenderness to cotton-swab palpation of the vulvar vestibule, and physical findings limited 
to vulvar erythema (Friedrich, 1987). Gynecologists commonly diagnose YYS via a 
cotton-swab palpation of the vulvar vestibule during which affected women report 
experiencing intense pain. However, with the exception of non-specifie inflammation in 
sorne sufferers, no obvious organic pathology is typically evident during these 
assessments or subsequent laboratory tests. To date, possible underlying mechanisms 
have been explored but a clear etiology remains uncertain (Binik et al., 1999). 
It is surprising that research to date has focused primarily on underlying 
physiological mechanisms when cognitive and affective factors likely play an important 
role in YYS. Because of the location of the pain, VVS directly interferes with sexual 
intercourse, which is for many a highly valued activity. Not surprisingly, women affected 
report; lower frequencies of intercourse and self-stimulation, lower levels of desire, 
pleasure, arousal, and self-stimulation, less success at achieving orgasm through 
intercourse and oral stimulation, and more negative attitudes towards sexuality than 
matched controls (Meana et al., 1997b; Reissing et al., 2003). For many VVS sufferers, 
the inability to experience sexual pleasure may represent a threat to their femininity and 
relationship satisfaction as weIl. Similarly, women who suffer from VVS report more 
catastrophizing in relation to pain experienced during intercourse as opposed to other 
regularly experienced pains (Pukall et al., 2002). They also report more anxiety (Nunns 
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and MandaI, 1997; Gates and Galask, 2001; Granot et al., 2002) and depression than pain-
free controls (Jantos and White, 1997; Dunn et al., 1999). Given the multiple important, 
cognitive, affective and interpersonal factors associated with YYS, this would seem an 
ideal population in which to investigate the role of cognition and affect on pain 
perception. 
Central to both the cognitive processing of sensory pain information and sexual 
stimuli, is the role of attention and anxiety in stimulus selection and awareness. 
Specifically, the experience of pain demands attention (Ecc1eston and Crombez, 1999), 
and manipulations of attentional focus are known to influence pain perception as 
exhibited in the efficacy of distraction (McCaul and Malott, 1984) and other cognitive 
pain-coping strategies (Femandez and Turk, 1989). Furthermore, sorne chronic pain 
patients have been shown to exhibit an attentional bias (otherwise know as 
hypervigilance) for pain stimuli believed to play a role in the development and 
maintenance of chronic pain (Pearce and Morley, 1989; Asmundson et al., 1997; 
Crombez et al., 2000; Beck et al., 2001; Keogh et al., 2001). The tendency to attend to 
painful stimulus has obvious evolutionary advantages in alerting the organism to possible 
in jury, however, in the case of chronic pain, the concept ofhypervigilance has been 
attributed to symptom misinterpretation and amplification (Watson and Pennebaker, 
1989). 
Interestingly, the allocation of attention towards threatening stimuli during sexual 
activity is also linked to sexual dysfunction (Barlow, 1986; Dove and Wiederman, 2000; 
van den Hout and Barlow, 2000) and a strong relationship has been established between 
anxiety and hypervigilance in both anxious and sexually dysfunctional patients (van den 
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Hout and Barlow, 2000). Therefore, given the distracting and threatening nature ofpain, 
in addition to the pattern of sexual dysfunction and psychological di stress observed in 
women with YYS, hypervigilance-to-pain represents a likely candidate involved in the 
etiology and/or maintenance ofthis condition. 
The question ofwhether chronic pain patients are hypervigilant to pain stimuli has 
been empirically investigated using such experimental paradigms as the emotional Stroop 
(Williams et al., 1996) and Dot-Probe tasks (MacLeod et al., 1986). In the emotional 
Stroop task, participants are presented with stimulus words in different colours, and are 
asked to name the stimulus colour as quickly as possible while ignoring the word itself. 
Longer response times are taken as an index of attentional interference between the 
colour-naming response and word meaning. In the Dot-Probe task, two words are 
presented verticaIly on a computer screen followed by a small dot appearing in the 
location of one of the words. Participants are required to indicate via a key-press whether 
the dot appeared in the upper or lower portion of the screen. Faster response times to dots 
appearing in target stimuli locations as compared to opposite-target locations are taken as 
a measure of selective attention. 
To the best of our knowledge, Pearce and Morley (1989) were the first to use an 
emotional Stroop task as a measure of pain-hypervigilance. This paradigm was used in 
order to experimentaIly analyze the construct validity of the McGill Pain Questionnaire 
(Melzack, 1975) in a sample of 16 chronic pain patients and 16 pain-free controls. As 
predicted, pain patients displayed more interference to sensory and affective pain-related 
words than pain-free controls. Not aIl chronic pain patients demonstrate hypervigilance 
to pain stimuli, however, as affective di stress also seems to play an important role 
(Ecc1eston et aL 1997). SpecificaIly, pain-hypervigilance has not been consistently 
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found in studies that failed to evaluate the contributory role of anxiety (Duckworth et al., 
1997). Pincus et al. (1998) for example, failed to find group differences between chronic 
pain patients and controls participants on an emotional Stroop task, yet found anxiety 
scores correlated to pain-word latency for both groups. In addition to anxiety, fear of 
pain and anxiety sensitivity -( a predictor of fear of pain; Asmundson and Taylor, 1996), 
have also been identified as possible predictors ofhypervigilance to pain-related stimuli. 
Keogh et al. (2001) examined hypervigilance for pain-related stimuli in pain-fearful 
individuals using a computerized Dot-Probe task and found that participants high in fear 
of pain exhibited significantly greater hypervigilance towards pain-related information as 
compared to those low in fear of pain. The authors concluded that individuals with high 
fear of pain may be particularly susceptible to negative pain experiences due to biases in 
atlentional processing. Asmundson et al. (1997) also found a link between anxiety 
sensitivity and pain-hypervigilance in chronic pain patients. In their study, 19 chronic 
musculoskeletal pain patients and 22 healthy control participants completed a 
computerized Dot-Probe task where target stimuli consisted ofpain and injury-related 
words. Results indicated that patients low in anxiety sensitivity shifted their attention 
away from pain-related stimuli, whereas patients high in anxiety sensitivity did not. 
These findings were replicated in healthy individuals with low fear of pain (Keogh et al., 
2003) where attention to masked stimuli was also examined. When stimulus pain words 
were masked, those low in fear of pain failed to orient away from the stimuli suggesting 
this abiIity to be under conscious control. 
Taken together, these results suggest that chronic pain patients display a 
hypervigilance to pain stimuli whereby affective states such as anxiety, fear of pain 
and/or anxiety sensitivity also play a role. However, other data have failed to find an 
63 
Hypervigilance in Vulvar Vestibulitis 
association between hypervigilance to pain and fear of pain, anxiety, depression" or 
catastrophizing in both chronic pain patients and pain-free sampI es (Roelofs et al., 2002; 
Roelofs et al., 2003). Current mixed findings may be attributable to variations in 
methodology. To date, pain-hypervigilance has largely been investigated in 
heterogeneous groups of chronic pain patients, or by comparing pain patients or controls 
who are high or low on sorne affective variable of interest (i.e. fear of pain, anxiety 
sensitivity). These studies have also typically relied upon a single unidimensional 
measure ofhypervigilance (e.g. emotional Stroop or Dot-Probe paradigms). However, 
attention to threat may operate in a variety of different ways (Eysenck, 1997) at multiple 
levels of the cognitive processing system (Chaiken and Trope, 1999). Furthermore, the 
study of attentional processes in chronic pain patients may actually be confounded by the 
experience of pain during the actual testing session, particularly when reaction times are 
used as the dependent measure. In contrast, the present study represents the first 
multidimensional investigation of pain-hypervigilance in a recurrent -acute pain sample 
where anxiety and fear are hypothesized to play a central role. It was hypothesized that 
women with VVS would exhibit hypervigilance for pain-related stimuli on three tasks; an 
emotional Stroop task designed to assess initial and implicit allocation of attention to 
novel stimuli, a self report measure to assess latter stage explicit allocation of attention, 
and a memory recall task. This last measure was inc1uded as it was hypothesized that a 
bias in the allocation of attentional resources during the encoding phase would also be 
reflected in a subsequent memory reca]] bias for pain stimuli (Bower, 1981; Beek, et al., 
1986), consistent with previous findings in chronic pain patients (Edwards et al., 1992; 
Pincus et al., 1993; Edwards et al, 1995; Pincus et al., 1995; Pauli and Alpers, 2002). 
Hypotheses further predicted that group differences on pain-hypervigilance would be 
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predicted by anxiety, fear of pain and anxiety sensitivity. 
2. Methods 
This study was reviewed and approved by the McGill University Faculty of 
Medicine Institutional Review Board. 
2.1 Participants 
Participants were recruited via media advertisements and screened during a semi-
structured telephone interview. AlI subjects were required to be native English speakers 
and in good general health. Inclusion criteria for women suffering from VVS were: (1) 
pain during intercourse occurring on more than 50% of occasions for a minimum of 6 
months; (2) pain limited to intercourse and other activities involving vestibular pressure 
and/or vaginal insertion. Participants in the control group were included if they reported 
pain-free intercourse. Women suffering from VVS were matched (+ or- 2 years) on age 
and years of education to an equal number of control women. Exclusion criteria for both 
groups were pelvic and/or vaginal pain attributed to organicity (e.g. vaginal atrophy), a 
history of remitted dyspareunia, major medical and/or psychiatric illness, other chronic 
pain(s), taking medication that could influence reaction time, current pregnancy, and/or 
previous experience on a Stroop task. Following the telephone screening, participants 
underwent subsequent testing at a private medical office where they were examined by a 
participating gynecologist to determine diagnostic status and further suitability for the 
study. The study took approximately 2 - 2 Yz hrs. to complete and participants were 
reimbursed $50 CDN to coyer any expenses incurred. 
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2.2 Procedure 
After arriving at the gynecologist's office, the study was explained to participants 
in greater detail and infonned consent was obtained. They then completed the procedures 
in the foIlowing order; Part 1 of a semi-structured interview, the State subscale from the 
State-Trait Anxiety Inventory (Spielbergeret al., 1970), an emotional Stroop task, Part 2 
of a semi-structured interview, a series of self-report measures, and lastly, a 
gynecological examination. The State Anxiety Scale was administered just prior to the 
emotional Stroop task in order to get an accurate measure of the influence of state anxiety 
on task perfonnance. Part 2 of the semi-structured interview, the self-report measures 
and the gynecological examination were aIl conducted after the emotional Stroop so as 
not to bias participant response on this task by previous exposure to pain stimuli. 
However, aIl subjects were infonned that they would undergo a gynecological~ 
examination prior to the emotional Stroop task so as to prime context-specific 
hypervigilance. 
2.2.1. Interview 
The semi-structured interview was administered in two parts. Part 1 administered 
prior to the emotional Stroop task inquired about socio-demographic infonnation in 
addition to general relationship, gynecological and medical history. Part 2 of the semi-
structured interview inquired more specifically about pain history. Women with VVS 
provided details regarding their coital pain history, while control subjects were asked to 
identifY a pain they experience regularly (at least once a month, e.g. headache, menstrual 
cramps, etc ... ). 
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2.2.2. The Emotional Stroop Task 
Stimuli for the emotional Stroop task consisted of 4 sets of ten words in the 
following categories: pain, social-threat, positive, and neutral words. Social-threat, 
positive, and matched neutral words were randomly chosen from previously generated 
lists (Keogh et al., 2001) and inc1uded to assess interference due to general negativity and 
emotionality respectively, rather than a specific pain-related attentional bias per se. Pain 
words were taken from 3 sources; descriptors endorsed by YYS women on the McGill 
Pain Questionnaire in 2 previous studies (Bergeron et al., 2001; Pukall et al., 2002), and a 
survey of sex therapists experienced in the treatment ofVVS. In this survey, therapists 
were asked to report what words women with VVS use to describe their pain. From the 
totallist of descriptors gathered, only those that were endorsed 30% of the time within 
one source and appeared on two or more sources were chosen (a methodology similar to 
that used in the development of the McGill Pain Questionnaire). An additional 2 words 
were randomly selected from these sources to complete the totallist of 10 words. A list 
of neutral words matched to pain words on frequency of occurrence in the English 
language and word length was also generated yielding the following pain stimulus-
matched list; buming! dressed, hurt/ gate, stabbing! arrnchairs, ache/ loaf, shooting! 
concrete, searing! tamish, lacerate/ overheat, cutting! setting, sting! wash, throbbing/ 
detergent. Ten words in each category were presented randomly on a computer screen 4 
times in 4 different random colours (red, bIue, green, yellow), with no identical stimulus 
colour repeated in succession so as not to prime subsequent responses. 
Participants were introduced to the task and completed one practice trial 
consisting of 4 stimulus words (pencil, board, paper, desk) presented in similar fashion to 
the experimental stimuli. They were instructed to name the word colour as quickly as 
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possible while ignoring the word itself. With the help of a microphone headset, the 
stimulus word remained on the computer screen until the participants' verbal response 
triggered its removal from the display monitor. Any response other than the correct 
colour was coded as incorrect and deleted from further analysis. Once the emotional 
Stroop was completed, participants engaged in a filler task; counting backwards from 100 
by 3s for a period of one minute. They were then tested for memory of previously 
presented emotional Stroop stimuli on a free recall task. 
2.2.3. Questionnaires 
Participants completed both State and Trait subscales of the State-Trait Anxiety 
Inventory and the Anxiety Sensitivity Index (Peterson and Reiss, 1992). The Anxiety 
Sensitivity Index assesses fear of anxiety symptoms and the belief that these will have 
negative consequences. This scale demonstrates adequate test-retest reliability (r = 0.75) 
and internaI consistency. The Pain Anxiety Symptom Scale (McCracken et al., 1992) was 
also administered as a measure of fear of pain. This questionnaire is composed of four 
subscales ; (1) Cognitive Anxiety, (2) Escape/ A voidance, (3) F earful Appraisal, and (4) 
Physiological Anxiety; each demonstrating good internaI consistency (Cronbach's alpha 
ranging 0.81-0.89) and designed to measure fear of pain across cognitive, behavioural and 
physiological domains. These subscales where therefore considered separately during the 
anal yses. The Pain Vigilance A wareness Questionnaire (McCracken, 1997) was 
administered as an additional measure ofhypervigilance to pain. This scale assesses 
awareness, vigilance, preoccupation, and observation of pain; displays good internaI 
consistency (Cronbach's alpha = 0.86) and test-retest reliability (r = 0.80); and has been 
validated for use in chronic pain and non-clinical samples (McWilliams and Asmundson, 
2001). 
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The Pain Anxiety Symptom Scale and the Pain Vigilance Awareness 
Questionnaire were administered twice to separately examine how participants respond to 
a recurrent pain experience vs. to pain in general. YYS participants referred to their YYS 
pain for recurrent pain ratings while control subjects chose a regularly experienced pain 
(established during Part 2 of the semi-structured interview). VVS participants also 
completed the McGill Pain Questionnaire with reference to their coital pain. Pinally, 
section B ofthe Mill Hill Vocabulary Scale (Raven, 1965) and the Beck Depression 
Inventory (Beck et al., 1961) were administered to control for effects due to verbal 
intelligence and negative affect respectively. Question 21 of the Beck Depression 
Inventory was omitted because it inquires about loss of interest in sexual activity, from 
which YYS women may be suffering due to their pain. AlI questionnaires, with the 
exception ofthe State Anxiety Scale, were administered in a control-matched randomised 
order to control for possible response biases due to fatigue. 
2.2.4 Gynecological examination 
The gynecological examination consisted of a standard bimanual palpation of the 
vagina, uterus, and adnexae, followed by a cotton-swab palpation of 6 randomly ordered, 
control-matched, vestibular sites (1 o'dock, 1-3 o'dock, 3-6 o'dock, 6 o'dock, 6-9 
0' dock, 9-12 0' dock). During this examination, a female researcher recorded pain 
ratings as reported at each location on a Likert scale ranging from 0 (no pain at-aIl) to 10 
(worst pain ever). These ratings were averaged across locations to create a vestibular 
pain index. 
2.2.5 Data analysis 
Stroop interference effects were computed by subtracting mean reaction times of 
matched neutral words from the corresponding semantic category. Group differences on 
69 
Hypervigilance in Vulvar Vestibulitis 
measures ofhypervigilance (Stroop interference, Pain Vigilance Awareness 
Questionnaire, and memory recall) were analysed in seperate MANOV As to control for 
inflated Type 1 error. Group differences on measures of affective distress (depression, 
state and trait anxiety, fear of pain, and anxiety sensitivity) were performed using 
MANOV A to control for inflated Type 1 error where appropriate, and independent sample 
T-Tests. Following this analysis, Pearson r correlations were conducted between 
measures of affective di stress and measures ofhypervigilance in order to identify possible 
covariates ofhypervigilance. These, in tum, were covaried out of the hypervigilance 
multivariate analysis. 
3. Results 
3.1 Sam pie characteristics 
Seventeen women suffering from VVS (mean age 22.76, SD= 3.01) were 
successfully matched to an equal number of control women (mean age 22.65, SD= 3.76). 
There were no significant differences between groups with respect to religion, place of 
birth, income, relationship status X2 (aIl P> 0.10), or reading level as indicated by scores 
on the Mill Hill Vocabulary Scale. Gynecological examinations revealed that aIl 
participants had hymeneal remnants, mobile uteri and adnexae, and vaginal tissue rated as 
excellent in condition. Evidence of cervical ectropions, polyps, fibroids, or prolapsed 
uteri was not found. Women with VVS reported experiencing vulvar pain for a mean 
duration of 3.5 years (SD= 2.57), obtained a mean vestibular pain index of 5.44 (SD= 
2.04) upon cotton-swab palpation of the vulvar vestibule, and a pain rating index on the 
McGill Pain Questionnaire of 29.47 (SD= 10.62), a pain severity similar to that of chronic 
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back, cancer, or phantom limb pain (Melzack and Katz, 1992). 
3.2 Measures of Hypervigilance 
Means, standard deviations, and intercorrelations on measures ofhypervigilance 
are displayed in Table 1. A multivariate analysis of variance was conducted on aIl four 
measures ofpain hypervigilance; Stroop interference effect for pain (see Figure 1), the 
Pain Vigilance Awareness Questionnaire for recurrent pain, the Pain Vigilance 
Awareness Questionnaire for general pain (see Figure 2), and memory recaIl ofpain 
words. A multivariate group main effect was found (F( 4, 29) = 2.76, P <.05). 
Examination ofunivariate effects revealed that VVS women exhibited higher levels of 
Stroop interference on pain stimuli (F(l, 32) = 4.70, P <.05; 11p 2 = .13), and scored higher 
on the Pain Vigilance Awareness Questionnaire - recurrent pain F(I, 32) = 4.55, P <.05; 
11/ = .12) than controls. A separate analysis was conducted on remaining Stroop 
interference effects (e.g. social threat and positive words; see Figure 1), and memory 
recall data where no effect was found. 
Test-retest reliability was calculated on Stroop data. The first and second 
presentation of stimulus words were averaged and correlated with the mean of the third 
and forth presentations. No significant correlations were obtained indicating that the 
Stroop task did not correlate with itself (Pain stimuli r = -.14, Social Threat stimuli r = 
.16, Positive stimuli r = -.24). The different measures of hypervigilance were also 
uncorrelated. 
3.3 Measures of Affective Distress 
Means, standard deviations, and intercorrelations on measures of affective di stress 
are displayed in Table 2. No group difference was found on the Beck Depression 
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Inventory however, a multivariate main effect was found on measures of anxiety (F(2, 
31) = 7.63, P <.01), with YYS subjects displaying higher levels ofboth State (F(1, 32) = 
10.83), P <.01 and Trait anxiety (F(1,32) = 9.90, P <.01). A group main effect was found 
on subscales ofthe Pain Anxiety Symptom Scale for recurrent pain (F(4, 29) = 3.74, P 
<.01), however examination ofunivariate tests revealed only a trend for cognitive anxiety 
(F(1 ,32) = 2.80, P <.10). No group differences were found on the Pain Anxiety Symptom 
Scale for general pain subscales or the Anxiety Sensitivity Index. 
3.4 Covariates of Hypervigilance 
In an attempt to identify possible covariates of pain-related hypervigilance, 
correlation analyses were conducted between measures of depression, anxiety, fear of 
pain, anxiety sensitivity, and pain-hypervigilance measures (Table 3). Measures of state 
and trait anxiety correlated with Stroop interference on pain stimuli, and when entered 
into the above Manova as covariates, the multivariate main effect was no longer 
significant (F(4,27) = 1.75, P =.17). The univariate effect for Pain Stroop was also no 
longer significant (F(l, 30) = .214, P = .65), while an effect on the Pain Vigilance 
Awareness Questionnaire for general pain became significant (F(1,30) = 4.32, P<.05). 
Univariate tests on the Pain Vigilance Awareness Questionnaire for recurrent pain also 
remained significant (F(1 ,30) = 5.84, P <.05). 
In order to limit the number of fear of pain factors to be examined as covariates, only 
those subscales on the Pain Anxiety Symptom Scale (N=4) that correlated with at least 
two measures ofhypervigilance were considered (see Table 3). When Cognitive Anxiety, 
Fearful Appraisal, and Physiological Anxiety for recurrent pain where entered as 
covariates into the analyses, the multivariate group main effect was no longer significant 
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as with aIl univariate tests. As anxiety sensitivity also correlated with the Pain Vigilance 
Awareness Questionnaire for recurrent pain and Pain recall measures, it too was 
separately entered as a covariate into the analysis, however the original pattern of results 
remained unchanged. 
4. Discussion 
These results suggest that women suffering from YYS display hypervigilance for 
pain relevant information. Specifically, YYS women displayed greater Stroop 
interference for pain words as compared with control women, and also reported 
experiencing more hypervigilance to pain during intercourse on a self-report measure. 
Further analyses provided evidence in support of a mediating role for anxiety and fear of 
pain according to the criteria outlined by Baron and Kenny (1986). FirstlY' the groups 
differed on measures ofhypervigilance, state and trait anxiety, and multivariate fear of 
pain; secondly, measures of anxiety and fear of pain correlated with hypervigilance; and 
finally; when controlling for anxiety and fear of pain, the group differences on 
hypervigilance disappeared. 
Effect sizes on group differences for pain hypervigilance were small, particularly 
regarding Stroop interference data. This is less than that reported in a recent meta-
analysis by Roelofs et al. (2002) that found a mean interference effect of26.7 ms (vs. 
19.65 in this study) in chronic pain patients for sensory pain words across five studies. It 
is however important to note that due to the methodological constraints of the Stroop task, 
women were excluded from participating in this study if taking medications that could 
influence reaction time (such as antidepressants, anxiolitics, or analgesics). Therefore, by 
exduding VVS sufferers with greater psychological and somatic distress, the current 
results may actually underestimate the true effect. In addition, the selection ofStroop 
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words may have rendered the pain stimuli relevant only to the VVS group. However, this 
does not undermine the evidence for pain hypervigilance or it' s implications for pain 
processing, but rather speaks to the source of this bias which was not the focus of this 
investigation. 
Our multimodal approach to the measurement ofhypervigilance yieIded sorne 
interesting findings. Specifically, different measures ofhypervigilance were 
uncorreIated. This is perhaps reflective of a methodological problem given that the 
Stroop task failed to correlated with itself and therefore may not be expected to correlate 
with other measures as weIl. AlternativeIy, these measures are tapping different 
constructs or the allocation of attention can operate independently at different stages of 
processing. Stroop interference effects were predicted by measures of anxiety, while self-
report measures ofhypervigilance were predicted by fear ofpain (see Table 3). It is 
possible that anxiety orients pre-attentive processing of the threatening stimulus, while 
fear orients subsequent explicit allocation of attentional resources towards the threatening 
stimulus. Similarly, anxiety is traditionally conceptualized as a generalized state of non-
specific distress whereas fear is considered to be a response to a specific and identifiable 
threat. Empirical support exists for this distinction (Davis, 1998; Lang et al., 2000). Also 
consistent with our findings, research on the emotional Stroop task has shown a reliable 
relationship between anxiety and Stroop inteference, and has even found Stroop-
interference for subliminally presented stimuli (Williams et al., 1996). This suggests a 
limited role for fear-of-pain, which requires the conscious perception of the feared 
stimulus. Alternative hypotheses suggest that it is the disengagement from stimuli which 
is influenced by threat versus stimulus detection per see (Fox et al., 2001; Fox, Russo, 
and Dutton, 2002). Further research is needed in order to explore the role of 
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disengagement from threat in women with YYS. 
No between-group or covariate effect was found for anxiety sensitivity replicating 
the findings of Keogh et al., 2001. Between-group differences in memory recall of pain 
words were also lacking, replicating similar unsuccessful attempts to demonstrate a 
memory bias towards threat stimuli in anxious states (Mathews and MacLeod, 1985; 
Mogg et al., 1987; Mogg et al., 1989). These results are consistent with cognitive models 
of anxiety that predict a dissociation between attention and memory biases (Eysenck, 
1997; Mogg and Bradley, 1998). Not surprisingly, state anxiety can affect the encoding 
and later retrieval of information. Future research is needed to examine different levels of 
attentional pain processing, and the relative contributions of anxiety, fear of pain, and 
anxiety sensitivity to each. 
The implications for an attentional bias towards pain stimuli in women suffering 
from VVS is clear. Hypervigilance to pain can increase the stimulus salience and 
perceived intensity, becoming an important factor in altered pain perception and 
maintenance. In order to treat YYS, our data suggests that anxiety and fear should be 
targeted in addition to sensory systems. Unfortunately, CUITent standard medical practice 
relies largely on the use of a variety oftopical creams and surgery in the absence of 
controlled clinical trials (Bergeron et al., 1997). The existence of a hypervigilanee 
mechanism involved in VVS is also important for the understanding of sexual functioning 
in women suffering from this disorder. Speeifically, if attention is preferentially allocated 
to pain processing during activities sueh as sexual intercourse, then theoretically, fewer 
attentional resourees will be available for the processing of sexually arousing or 
pleasurable stimuli. This bears striking resemblance to Barlow's model ofInhibited 
Sexual Excitement (Barlow, 1986) where anxiety is believed to produce a foeus on task 
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irrelevant behaviour that in tum interferes with performance. Whereas Barlow's work 
has focused on erectile dysfunction, one could argue that a functional similarity with VVS 
exists whereby both groups have difficulty with vaginal penetration or sexual 
'performance'. What role sexual arousal might play in VVS pain perception is yet 
unknown. While the influence of sexual arousal on genital sensation has never been 
explicitly examined, sorne have demonstrated an analgesic effect produced by pleasurable 
genital stimulation in women believed to play an adaptive role in reducing potentially 
aversive stimulation experienced during coitus (Komisaruk and Wipple, 2000). 
Therefore, hypervigilance to pain stimuli in women with YYS may result in both a 
heightened awareness of pain and a distraction away from sexual stimuli resulting in 
impaired sexual arousal, which itself may potentially contribute to the pain experience. 
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Table 1. 
Means (M), standard deviations (SD), and intercorrelations on measures ofhypervigilance 
VVSM(SD) Control M(SD) 2 3 4 5 6 7 8 
N 17 17 
1 Pain Stroop 18.55 (24.41) -1.10 (28.30) * -.36* -.19 -.08 -.14 -.15 -.16 -.22 
2 Social Threat Stroop -11.28 (31.68) -9.83 (37.23) -.26 .39* .50** -.07 .11 -.06 
3 Positive Stroop -6.05 (27.33) 2.13 (26.38) -.16 -.18 -.18 -.07 -.07 
4 Pain Vigilance Awareness 52.35 (9.33) 44.92 (10.91) * .86** -.12 .03 -.31 
Questionnaire recurrent pain 
5 Pain Vigilance Awareness 46.23 (9.22) 40.61 (12.37) -.08 .02 -.18 
Questionnaire general pain 
6 Pain Recall 1.47 (1.62) 1.88 (1.80) .36* .41 * 
7 Social Threat Recall .88 (.93) 1.23 (1.52) .02 
8 Positive Recall .41 (.62) 1.00 (1.06) 
*P< .05, **P< .01. 
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Table 2. 
Means (M), standard deviations (SD), and intereorrelations on measures of affective distress 
Variable VVS Control 2 3 4 5 6 7 8 9 10 11 12 
N 17 17 
1 Beek Depression Inventory 9.76 (4.56) 7.12 (4.70) .25 .46** .39* .15 .41 * .38* .30 .27 .36* .39* .37* 
2 State Anxiety Inventory 41.71 (12.84) 30.65 (5.20)** .48** .42* .13 .38* -.11 .38* .24 .54** -.05 .23 
3 Trait Anxiety Inventory 47.12 (7.90) 39.29 (6.52)** .42* .13 .38* -.11 .38* .24 .54** -.05 .23 
Pain Anxiety Symptom Seale for 
reeurrent pain 
4 Cognitive anxiety 28.00 (10.02) 22.41 (9.43)t .62** .71** .51** .79** .60** .39* .45** .39* 
5 Eseape/ A voidanee 18.18 (7.22) 21.47 (8.67) .54** .49** .58** .84** .36* .46** .35* 
6 Fearful Appraisal 14.88 (7.03) Il.82 (6.80) .53** .60** .48** .62** .49** .34* 
7 Physiologie Anxiety 12.65 (8.94) 13.06 (9.33) .36* .48** .13 .84** .41 
Pain Anxiety Symptom Seale for 
general pain 
8 Cognitive anxiety 25.35 (8.15) 24.29 (9.28) .68** .61** .44** .46** 
9 Eseape/ A voidanee 21.41 (7.43) 22.53 (9.91) .50** .55** .50** 
lOF earful Appraisal 14.06 (7.90) 13.06 (5.28) .31 .32 
Il Physiologie Anxiety 14.88 (7.57) 15.53 (9.01) .41 * 
12 Anxiety Sensitivity Index 21.82 (7.74) 21.47 (9.44) 
fp< .10, *P< .05, **P< .01. 
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Figure Caption 
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Figure Caption 
Figure 2. Pain Vigilance Awareness Questionnaire for specifie (PVAQ-P) and general 
pain (PV AQ-G) experiences by group. 
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Table 3 
Correlations between attentional bias indexes and questionnaire measures' 
N=34 
Pain Stroop PVAQ-R PVAQ-G 
Beek Depression Inventory 
.20 .23 .15 
State Anxiety Inventory 
.39* -.01 .00 
Trait Anxiety Inventory 
.51 ** .09 -.12 
Pain Anxiety Symptom Scale for 
recurrent pain 
Cognitive anxiety 
.22 040* Al * 
Escape/ A voidance 
.09 .04 .09 
Fearful Appraisal 
.24 048** 046** 
Physiologie Anxiety 
.03 .28 .34* 
Pain Anxiety Symptom Scale for 
general pain 
Cognitive anxiety 
.24 .30 .36* 
Escape/ A voidance 
.19 .01 .12 
Fearful Appraisal 
.35* .21 .28 
Physiologie Anxiety 
-.04 .10 .27 
Anxiety Sensitivity 
.21 .34* .33 
a PVAQ-R. Pain Vigilance Awareness Questionnaire for recurrent pain; PVAQ-G, Pain Vigilance 
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*Reprinted from the European Journal of Pain, 9, Payne KA, Binik YM, Amsel R, & 
Khalifé S. When sex hurts, anxiety and fear orient attention towards pain, 427-436, 
Copyright (2005), with permission from The European Federation of Chapt ers of the 
International Association for the Study of Pain. 
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Transition Text 3 
Results from the previous study showed that women suffering from vulvar 
vestibulitis syndrome exhibited a hypervigilance for pain-related stimuli mediated by 
anxiety and fear. Implications for sexual arousal and the processing of sensory stimuli in 
the presence of erotic cues were discussed. Namely, if attention is preferentially allocated 
towards the processing of painful stimuli during sex, how does this influence sexual 
arousal and the perception of genital and non-genital stimuli? This issue also relates to 
the more fundamental question of whether sexual arousal influences the perception of 
sensory stimuli in healthy women. The second empirical paper inc1uded in this thesis 
sought to answer these questions. However, existing measures of female physiological 
sexual arousal were neither appropriate for use in a between-groups design, nor suitable 
for use in women suffering from chronic vulvar pain. Therefore, an oIder measure was 
revived and perfected. The following technical note provides a historical review and 
guide for the use of the labial thermistor clip. 
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Abstract 
The labial thennistor clip, although seldom used, provides an excellent option for the 
physiological measurement of female sexual arousai. Potential advantages over the more 
commonly used vaginal photoplethysmograph include a better understanding of the 
underlying physiology being measured, objective units of measurement, fewer data 
artifacts, less subjectivity in data treatment, and a higher concordance with measures of 
subjective sexual arousai. In addition, the labial thennistor clip does not require vaginal 
insertion, rendering it more suitable for women suffering from dyspareunia and 
vaginismus. A possible reason for why the labial thennistor clip has not been adopted 
more widely may be unreliability caused by easily rectifiable methodological and 
technological error. A review and technical guide for working with the labial thennistor 
clip is provided. 
Keywords: Labial thennistor clip, sexual arousal, labial temperature. 
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Introduction 
The labial thermistor clip was introduced as a physiological measure of female 
sexual arousal by Henson, Rubin, Henson, and Williams in 1977. To date, there exist few 
published studies which report on its use (see Table 1). The development of the labia 
thermistor clip was based on the idea that surface temperature reflects changes in blood 
volume such as what causes genital tumescence during physiological sexual arousai. To 
test this idea, Henson et al. (1977) conducted a study examining the use oflabial 
temperature as an indicator ofphysiological sexual arousai. For this purpose they 
constructed a labial thermistor clip composed of a surface temperature probe attached to 
one end of a small metal clip, with a silicone pad on the other end (see Figure 1). The 
clip was fastened to the labium minus with the thermistor facing the distal side (see 
Figure 2), and a sliding ring encircling both ends of the clip served to open and close the 
device. Two additional thermistors were also used; one to measure reference temperature 
from the chest and the other to monitor ambient temperature. Ten volunteers watched 2 
counterbalanced 10 minute films including a nature and erotic film. Labial temperature 
increased for 9 out ofthe 10 participants during the erotic condition for a mean peak 
increase ofO.76°C compared with a mean peak increase of0.34°C during the control fi]m. 
Based on these promising initial results, the same group of researchers proceeded 
to compare the labial thermistor clip to vaginal blood volume (VBV; Henson & Rubin, 
1978; Henson, Rubin, & Henson 1982) and vaginal pulse amplitude (VPA: Henson, 
Rubin, & Henson, 1979). Results from these studies indicated that VBV, VP A, and labial 
temperature covaried in most but not aIl participants. Interestingly, only labial 
temperature was found to correlate with subjective ratings of sexual arousal in one study 
(Henson & Rubin), and obtained higher correlations than both VBV and VP A in another 
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(Henson et al., 1979). Labial temperature was also found to increase more slowly in 
response to erotic stimuli, and likewise, to decrease more slowly after stimulus 
presentation than vaginal readings. Latency to peak response however, was only found to 
be significantly shorter in VPA (6.9 minutes) as compared with labial temperature (9.9 
minutes; 1979). Finally, notable differences were observed between VBV and labial 
temperature following orgasm (Henson et al., 1982). Possibly due to movement artifact 
produced by vaginal contractions, VBV dramatically decreased during orgasm and then 
retumed to pre-orgasmic levels. In contrast, labial temperature was not affected by 
movement artefact, did not change during orgasm, but decreased rapidly thereafter. 
Slob and his colleagues in the Netherlands compared erotic responses among 
diabetic women and controls (Slob, Koster, Radder, & Van Der WerffTen Bosch, 1990), 
and examined the influence of the menstrual cycle on arousal (Slob, Emste, & Van Der 
WerffTen Bosch, 1991; Slob, Bax, Hop, Rowland, & Van Der WerffTen Bosch, 1996). 
ln their first investigation, Slob et al (1990) found differences in baseline labial 
temperature between women with Diabetes type 1 and healthy control s, but no group 
difference in peak labial temperature in response to an erotic stimulus when subjects were 
matched on baseline values. Slob et al. (1991) also investigated the influence ofthe 
menstrual cycle on arousability and found higher increases in peak labial temperature in 
response to erotic stimuli in oral contraceptive users and women first tested during the 
follicular phase of their cycle. The authors hypothesized the latter response to be due to 
an order of testing effect. These findings were replicated in 1996 (Slob et aL), where 
women first tested during their follicular phase obtained higher labial temperature 
increases during both follicular and luteal phases of their menstrual cycle. 
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Since 1996, no other published studies have reported using of the labial thermistor 
clip. Possible reasons for this include concerns over the temporal aspects of labial 
temperature limiting research designs, and the inability of researchers to reliably work 
with the labial thermistor clip due to lack of information regarding various technical 
considerations. 
Guidelines for the Use ofthe Labial Thermistor Clip 
When we began using the labial thermistor clip, we encountered a variety of 
difficulties including finding the proper equipment and learning how to use it in order to 
yield reliable results. Because the clip has long since been forgotten, much of this 
information was no longer available. Through much trial and error, we were able to solve 
these problems and have now successfully tested over 40 pre-menopausal women, half of 
which were suffering from vulvar vestibulitis syndrome. 
Equipment 
The labial thermistor clip should be composed of a highly sensitive surface 
thermistor such as the Yellow Springs Instruments model 427 probe 
(www.ysi.comlindex.html).This pediatrie thermistor consists of a surface probe with 
stainless steel disk 4.8 mm in diameter attached to a Teflon-covered flexible wire 
terminating in a standard W' phone plug. The 427 probe is accurate to within +/- .01 OC 
when recording between 25-45°C. For disinfection, the manufacturer recommends Cidex/ 
glutaraldehyde for low level and Cidex/ glutaraldehyde, di lute bleach, 70% isopropyl 
alcohol for high level. For sterilization Ethylene Oxide gas, STERIS ™ System lOis 
recommended. The thermistor should be glued to one end of a clip as depicted in Figure 
1. Care should be taken to minimize the amount of adhesive used on the back of the disk 
itself. Rather, the adhesive can be used on the wire instead in an effort to minimize 
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thermal mass. A silicone pad is fashioned on the other si de of the clip directly 
perpendicular to the thermistor disk. The pad should be kept small so as to accommodate 
different sizes of labia minora. 
Once the clip is made, it is ready to be connected to an amplifier and data 
acquisition system. We have successfully used BIOPAC systems and accompanying 
software Acqknowledge (www.biopac.com) and likewise recommend the MPlOO data 
acquisition unit along with SKTIOOC skin temperature amplifier module. A cable 
adaptor is also available from BIOP AC to connect the W' thermistor cable into the 2 
piece lead inserts in the amplifier. The amplifier should be set to DC for absolute 
temperature measurement at a gain of 1 or 2 V/oC for a 27-37°C, or 22-43°C range 
respectively. 
Participants 
Participants can either be instructed to fasten the labial thermistor clip themselves, 
or it can be fastened for them. They should be told to expect a slight tug while the clip is 
being placed, but that they willlargely be unaware of the clip once it is fastened. 
Beginning with the clip in the open position (bead slid down) the two ends of the clips 
should be placed over the widest area of the labia minus with the thermistor facing the 
distal side. Once in position, the bead gently slides up the clip to tighten it. The clip 
should be tight enough so as not to fall off with a gentle tug, but not so tight as to cause 
any discomfort. 
The positioning of participants is crucial to the reliable functioning of the labial 
thermistor clip. Any excessive ambient temperature created by closed legs or a blanket 
covering should be avoided as this can mask the relatively small increase in temperature 
that will be recorded. Therefore, participants must be sitting with their legs open, or 
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optimally, lying down in a supine position with leg supports. For modesty, a paper 
covering can be used to coyer the lower torso. 
It is also important to control for menstrual cycle as differences in labial 
temperature increase have been found between follicular and luteal phases (Slob et al., 
1991, 1996). 
Procedural Considerations 
After the participant has undressed and the clip has been attached, the researcher 
must allow for labial temperature to stabilize before beginning stimulus presentation. An 
a priori criterion should be chosen for stability. We have used a variability ofless than 
O.05°C for a duration of 2 minutes and found this to be typically achieved within 5-10 
minutes in most participants. In 3 participants to date however, a stable baseline was not 
achieved even after 15 minutes and these same participants did not respond to the erotic 
stimulus. It remains unknown whether these participants share any commonality with 
VP A non-responders which have often been observed. 
When monitoring surface skin temperature, researchers should also attempt to 
maintain a controlled room temperature. However, because minor fluctuations in room 
temperature are often difficult to avoid, room temperature should also be carefully 
monitored. This can be accompli shed with a highly sensitive room thermostat or by 
simply purchasing a second thermistor and placing it on the wall (facing outward) of the 
experimental room. This second option allows for the simultaneous continuous recording 
ofboth labial and ambient temperature in one data file. Mean room temperature and 
fluctuations in room temperature should then be compared between conditions and groups 
to ensure that there are no significant differences. If ambient temperature is found to vary 
systematically, this can be covaried out of the labial temperature data. 
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Research Design 
The labial thennistor clip yields an absolute temperature value which allows for 
between-subject and group comparisons in addition to the computation ofbetween-
subjects correlations of subjective and physiological arousal. A major concern for 
experimenters who would like to conduct a repeated-measures design is selecting the 
number and length of stimulus conditions. Although both labial thermistor clip and VP A 
seem to be plagued with return to baseline difficulties between stimulus films, VP A 
enjoys a relatively faster response and decrease rate. This is an important consideration 
as it allows researchers to ron more stimulus conditions during one experimental session, 
thus minimizing testing sessions and subject attrition. However, this advantage also 
raises the issue of ecological validity. The fact that one is able to record physiological 
increase in arousal with VP A across multiple brief consecutive film segments is based on 
the assumption that women are quickly "turned on" and "turned off' in reallife. 
Considering that there is a controversy concerning exactly what VP A measures, its use 
with such short film segments may be responsible for the low concordance ratings 
observed between subjective ratings and physiological response. 
However, for the researcher who would stilllike to conduct a repeated-measures 
design during the same testing session, a couple of alternatives are available for use with 
the labial thermistor clip. First, although peak response is not achieved until 10 minutes 
(Henson et al., 1979), a satisfactory response should be attainable within five. 
Furthermore, even after peak labial temperature response was achieved by Henson et al. 
(1977), most participants returned to baseline within 15 minutes, with the notable 
exception of peak responders. With a briefer exposure to the stimulus film, the inter-
stimulus interval to allow for return to baseline will also likely be shorter. Ifthe 
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researcher would like to further minimize this interval, a small fan can be used (e.g. Slob 
et al. 1996) to cool off the genitals for a period of 30 seconds between stimulus films. 
Data Analysis 
Figure 3 presents a typicallabial temperature recording from a participant after 
exposure to both erotic and neutral stimulus films. Analyses of labial temperature data 
have typically been conducted using peak temperature achieved during the stimulus film. 
This may not be optimal as it does not allow for the measurement of overall decreases in 
labial temperature such as that which we have commonly observed across neutral film 
exposures. Therefore it is recommended that a repeated measures analysis be conducted 
on baseline and peak delta labial temperature (whether positive or negative). Time series 
analyses using slope may also be possible and would retain much more infonnation on 
the variability in the response. Finally, although between-subjects correlations on 
subjective and physiological sexual arousal can be computed with labial temperature data, 
this does not prec1ude the computation of within-subjects correlations as weIl, as long as a 
continuous measure of subjective sexual arousal is included in the design. 
Conclusions 
Initial studies of the labial thennistor clip as a measure of physiological sexual 
arousal in women show enonnous promise. Labial temperature has been shown to 
reliably increase with exposure to erotic stimuli and correlate with subjective reports of 
sexual arousaI. Despite its limited use, the labial thennistor clip offers significant 
advantages over the numerous limitations plaguing the vaginal photoplethysmograph and 
its corresponding VBV and VPA signaIs. Most notably, the plethysmograph's 
relationship to underlying physiological mechanisms remains uncertain (Janssen, 2001) 
whereas the labial thennistor clip yields a measurement unit (temperature) linked to a 
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known physiological response (vasocongestion). Changes in vaginal pulse amplitude also 
constitute a relative measurement unit, making between-subjects comparisons 
theoretically problematic, unlike the measurement of absolute temperature. The vaginal 
probe must also be inserted into the vaginal canal, constituting an invasive device 
unsuitable for use in women with vulvar pain. In contrast, the labial thennistor clip can 
be fastened to the labia with only a light tugging sensation, which is not experienced as 
aversive in women suffering from dyspareunia. VP A is also particularly susceptible to 
movement artifact and irregularities in the signal, unlike labial temperature which is 
extremely robust against such artefact resulting in comparatively simpler analyses. 
Existing evidence further suggests that labial temperature correlates better with subjective 
ratings of sexual response then either VBV or VP A. Lastly, the clip could easily be 
modified into a penile measurement device, allowing for comparisons between the sexes, 
and the investigation of the association between penile rigidity and/or volume, and 
temperature. 
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Table 1 
Publications Featuring the Labial Thermistor Clip 
Puhlication Purpose Design Summary of Results Peak increases in labial Retum to baseline Concordance with subjective 
(N) temperature arousal 
M (ran~e or SE) 
Henson ct al. Dcvclopmcnt of L TC Countcrhalanced 10 min Erotic stimulus resulted in greater Erotic film Achieved in most participants Across both films t=.53, 
1977 erotic and nature films labial temp change. 0.76°C (O.18-1.38°C) after 6-8 min. Not achieved in P<O.OOI 
(10) Control film highest responders even after 30 Erotic film only t=.57, 
0.34°C (O.16-0.96"C) min. P<O.OOI 
Hcnson & Comparcd VBV with Il.5 min crotic film Mcasures highly correlated, though - O.70"C (0.4-1.20"C) Generally not achieved. No Only L TC correlated with 
Ruhin 197R LTC VBV increased and decrease more differences between measures 15 subjective arousal t=0.84, 
(8) quickly. No ditTerences in latency minutes post-stimulus. P<O.OOI 
to peak response. 
Henson ct al. Compal'cd VBV. VPA. Il min crotic film Ali 3 measures significantly - 0.68"C (0.30-1.00"C) None of the measures VBV ; t=0.42, P<0.05 
1979 and the LTC. correlated with each other. Mean consistently retumed to baseline VPA ; t=0.76, P<O.OOI 
(8) latcncy to peak response was after 10 min. LTC; t=0.82, P<O.OOI 
shorter in VPP vs. LTC. 
Henson et al. Compared VBV with Session 1: Il min erotic Greater labial temp increase with Erotic film Only L T following orgasm Subjective arousal not 
1982 LTC. film manual stimulation. -o.75°C (0.40-1.20OC) retumed to baseline after 10 min assessed 
(5) Session 2: manual Measures covaried signiticantly Manual Stimulation 
stimulation except after orgasm. -1.03°C (0.64-1.84°C) 
Siob et al. Compared erotic Presented 3 min control Not signiticantly different after Diabetic Not assessed. Controls t=O.69, P<0.01 
1990 responses in 24 women film prior to 10 min erotic matching on initial labial tempo 0.18OC (+/- 0.04OC) Diabetic only signiticant in 9 
(34) with Diabetes type 1 and film Control participants with basal temp 
10 controls using L TC. 0.47°C (+/- O.IOOC) below 37OC. t=0.79, P<O.01. 
Siob et al., Examined menstrual Within-subjects Increases in L T were higher in OC OC vs. non-OC users Not assessed. Not calculated. 
1991 cycle and arousal in 12 3 min control film priol' to users and women tirst tested during 0.88°C vs. 0.60°C 
(24) women on and 12 9 and 14 min counter- their follicular phase. follicular vs. luteal 
women off OCs using balanced erotic films on 0.94°C vs. 0.51°C. 
LTC. separate days. 
Siob et al. Examined the influence Within-subjects Increases in L T were higher in Session 1 Not reported Not signiticant. 
1996 of menstrual cycle and 3 min control film women tirst tested during their follicular vs. luteal 
(20) vibrotactile stimulation followed by -10 min erotic follicular phase. 1.51°C vs. 0.89 oC 
on arousal using LTC. film twice on different Session 2 
days. luteal vs. follicular 
1.85 OC vs. 0.7 oC. 
Note. LTC=labial thennistor clip, OC=oral contraceptives, VBV=vaginal blood volume, VPA= vaginal pulse amplitude. 
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Figure Caption 
Figure 1. The labial thermistor clip. 
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Figure Caption 
Figure 2. The labial thennistor clip placed on the left labium minus with the thennistor 
facing the distal side. 
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Figure Caption 
Figure 3. Sample data of labial temperature from one healthy pre-menopausal woman 
with exposure to erotic and neutral-control stimulus films. The control film consisted of a 
Canadian Film Board travelogue with no sexual content. The erotic film depicted two 
consenting adults engaged in a range of sexual activity along the following timeline from 
stimulus onset; 0:56 female nudity, 3 :02 cunnilingus, 5 :31 male nudity and fellatio, 7: 16 
vaginal penetration. 
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Transition Text 4 
Because the methodological issues related to the use of the labial thermistor clip 
were resolved, a measure of absolute genital arousal in women was now available which 
did not require vaginal insertion. This permitted me to proceed with the final 
investigation inc1uded in this study, which not only compared sexual arousal between 
healthy women and those suffering from vulvar vestibulitis syndrome, but also explored 
the influence of sexual arousal on genital and non-genital sensation in these groups. 
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Abstract 
The present study assessed the relationship between sexual arousal and genital/non-
genital sensation in women. It also examined the notion that painful intercourse is 
associated with insufficient sexual arousaI. Twenty healthy women and an equal number 
ofwomen suffering from vulvar vestibulitis syndrome (VVS) underwent genital and non-
genital sensory testing in response to erotic and neutral stimulus films. In response to the 
erotic stimulus, both groups evidenced an increase in physiologïcal sexual arousal (as 
measured via labial temperature) and genital sensitivity, however, women with YYS 
reported lower levels of mental sexual arousaI. Women with VVS exhibited more genital 
and non-genital sensitivity than healthy women across aIl conditions, and yet exhibited 
reduced genital pain during exposure to the relaxing control film. 
Keywords: Sensation; Sexual Arousal; Dyspareunia; Vulvar Vestibulitis Syndrome; 
Labial Thermistor Clip 
] ]4 
Sexual Arousal and Sensation 
Introduction 
The line between pain and pleasure has never been a clear one, particularly when 
it cornes to sexuality. This is illustrated by sadomasochistic behaviour during which 
sorne individuals experience noxious stimuli as sexually pleasurable or incorporate mildly 
painful stimuli such as spanking or scratching into their sexual repertoires to heighten 
arousal. One possible explanation for this is the overlap in mechanisms responsible for 
sex and pain. Evidence has been provided to suggest that the same biological system 
which mediates pain perception may also mediate orgasm (Gillman & Lichtigfeld, 1983). 
Similarly, FMRI imaging data supports the notion that there may be a shared neural 
system for the evaluation of aversive and rewarding stimuli (Becerra et al., 2001). The 
implication of these findings is that pain fuI stimuli may be rewarding under certain 
circumstances such as sexual arousal. 
Sexual arousal has long been believed to influence sensory touch and pain 
perception. Contradictory sources have suggested that sexually aroused individuals are 
both more and less sensitive to stimuli (see Masters & Johnson, 1966). These 
contradictory reports may in part be the result of a lack of distinction between touch and 
pain, where the influence of sexual arousal may be different. 
Numerous anecdotal reports suggest a reduced awareness ofboth touch and pain 
during sexual excitement and stimulation (Kinsey, Pomeroy, Martin, & Gebhard, 1953; 
Masters & Johnson, 1966). In fact, sexual arousal is hypothesized to function so as to 
prepare the human female for painless vaginal penetration during sexual intercourse 
(Bodnar, Commons, & Pfaff, 2002; Komisaruk & Whipple, 2000). Furthermore, in 
animal studies it has been suggested that CNS states of arousaI and motivation are 
heightened in response to both sex and pain which then facilitates sexuaI behaviour and 
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reduces pain so as to allow intromission to occur (Bodnar, Commons, & Pfaff, 2002). 
This theory seems plausible based on the conceptualization of the female sexual response 
cycle during which physiological changes are thought to accompany sexual excitement, 
thereby preparing the women for vaginal penetration. These changes include lubrication, 
separation of the labia minora, distension of the vaginal canal, and elevation of the cervix 
and uterus (Masters & Johnson, 1966). Presumably, ifa woman were to attempt vaginal 
penetration in the absence of physiological sexual arousal, this would result in pain due to 
increased friction and collision. It is therefore not surprising that lack of sexual arousal 
has commonly been hypothesized to play an etiological role in dyspareunia (Bancroft, 
1989; Hawton, 1985; Lazarus, 1989). 
Despite this theoretical interest, we have been unable to find published data 
examining the influence of sexual arousal on genital sensation in women. Sorne research 
has been conducted, however, on the influence of sexual arousal and sexual stimulation 
on peripheral sensation and the role of sexual arousal in dyspareunia. Most notably, 
Whipple and Komisaruk (1985) demonstrated a decrease in finger pain sensitivity in 
response to vaginal self-stimulation (pressure applied to the anterior vaginal wall) in 
healthy women but found no changes in sensitivity to touch. This effect was even more 
pronounced when the stimulation was perceived as pleasurable or produced orgasm 
(Whipple & Komisaruk, 1988). Paradoxically, increases in pain sensitivity of the hand 
have been shown in response to auditory sexual stimuli in women (King & Alexander, 
2000). The difference in findings between these two studies may be attributable to the 
nature of the different stimuli used, however, it would seem unlikely that the influence of 
genital stimulation and arousal are opposing in nature. 
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King and Alexander (2000) also demonstrated lower pain sensitivity to be 
associated with weaker sexual motivation, lower sexual enjoyment, and increased sexual 
inhibition. SimiIarIy, reduced finger sensitivity to touch has been associated with a 
decrease in desire in healthy women and those undergoing fluoxetine treatment (Frohlich 
& Meston, 2005a). In women undergoing fluoxetine treatment, Iower finger touch-
sensitivity was also associated with lower Ievels of sexual arousal. In another 
investigation by Frohlich and Meston (2005b), women suffering from Female Sexual 
Arousal Disorder exhibited lower finger touch sensitivity, and this was significantly 
associated with the severity of the condition. Reduced genital sensation has also been 
found in sexually dysfunctional women (Romanzi, Oroutz, Feroz, & Blaivas, 2001; Byun, 
Yoon, & Hong, 2004). These results are consistent with data from animal studies 
showing higher pain tolerance in non-copulating male rats where a general arousal deficit 
is hypothesized to play a role (Rochford & Chatigny, 1993). Contrary to the notion that 
lack of sexual arousal results in painful intercourse, these data would seem to suggest that 
lack of sexual arousal is associated with a decrease in sensitivity. 
Supporting this theory that dyspareunia is associated with low sexual arousaI, 
women affected commonly report a lack of sexual arousal along with lower frequencies 
of intercourse and self-stimulation, lower levels of desire and pleasure, less success at 
achieving orgasm through intercourse and oral stimulation, and more negative attitudes 
towards sexuality than matched controls (Meana, Binik, Khalifé & Cohen, 1997b; 
Reissing, Binik, Khalifé, Cohen, & Amsel, 2003). Lack of sexual arousal, however, may 
not be the only factor associated with pain perception during coitus as women suffering 
from dyspareunia share many commonalities with other chronic pain sufferers. These 
include elevated levels of anxiety (Oates & Oalask, 2001; Nunns & MandaI, 1997; Payne, 
117 
Sexual Arousal and Sensation 
Binik, Amse1, & Khalifé, in press), depression (Dunn, Croft, & Hackett, 2002; Jantos & 
White, 1997; Nylanderlundqvist & Bergdahl, 2003), somatization (van Lankveld, 
Weijenborg, & ter Kuile, 1996; Wylie, Hallam-Jones, & Harrington, 2004), 
catastrophization (Pukall, Binik, Khalifé, Amse1, & Abbott, 2002), and hypervigilance for 
pain-related stimuli (Payne et al., in press). Hypervigilance in particular, has been 
hypothesized to enhance the experience of pain via heightened awareness and to distract 
sexually dysfunctional patients away from erotic stimuli resulting in dysfunctional sexual 
arousal (Barlow, 1986; Dove & Wiederman, 2000; Payne et al., in press; van den Hout & 
Barlow, 2000). 
Wouda et al. (1998) compared sexual arousal in women suffering from 
dyspareunia and healthy controls in response to visual sexual stimuli using vaginal pulse 
amplitude (VP A). While watching scenes depicting oral sex, both groups exhibited 
similar increases in physiological sexual arousal. However, while watching segments 
showing coitus, a further increase in vasocongestion in control women and a decrease in 
women with dyspareunia was found (Wouda et al., 1998). Women suffering from 
dyspareunia did not report this same decrease on measures of subjective sexual arousal 
however, suggesting that they did not subjectively experience these scenes as less 
sexuallyarousing. In a subsequent investigation by Brauer, Lann, and ter Kuile (2004), 
physiological and subjective sexual arousal were compared among women suffering from 
dyspareunia and healthy controls in response to stimuli depicting oral sex and coi tus. 
Contrary to Wouda et al.' s findings, women with dyspareunia obtained higher genital 
responses to the coital stimulus and lower responses to the stimuli depicting oral sex. 
Women with dyspareunia also reported less positive feelings in response to the erotic 
films. 
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The contradictory findings obtained from these two studies fail to clarify the role 
of sexual arousal in dyspareunia. Furthermore, neither study explicitly examined the link 
between sexual arousal and genital sensation. Part of the difficulty may result from the 
use of the vaginal photoplethysmograph and its corresponding VP A signal. Most notably, 
VP A is a relative unit of measurement unsuitable for between-subjects comparisons 
(Janssen, 2002). Also the photoplethysmograph requires insertion into the vaginal canal, 
which can be experienced as quite painful for women suffering from dyspareunia. An 
alternative measure of female physiological sexual arousal which does not suffer these 
limitations is the labial thermistor clip which measures sexual arousal via surface 
temperature recording of the labium minus (Henson, Rubin, Henson, & Williams, 1977). 
This device has significant advantages over the more commonly used vaginal 
photoplethysmograph including objective units of measurement, fewer data artifacts, less 
subjectivity in data treatment, and a higher concordance with measures of subjective 
sexual arousal (Janssen, 2002; Payne & Binik, 2005). 
The present study sought to experimentally investigate the relationship between 
sexual arousal as measured via the labial thermistor clip, and both genital and non-genital 
sensation in healthy women and women suffering from dyspareunia in the effort to 
address whether sexual arousal influences sensation and also whether dyspareunia 
resulting from vulvar vestibulitis syndrome (VVS) is associated with an impairment in 
sexual arousal. VVS is believed to be the most common form of dyspareunia in pre-
menopausal women (Harlow & Stewart, 2003; Laumann, Paik, & Rosen 1999; Meana, 
Binik, Khalifé & Cohen, 1997a) and thus was chosen as the dyspareunia subtype 
investigated in this study. This condition is characterized by severe pain upon vestibular 
touch or attempted vaginal entry, tendemess to pressure localized within the vulvar 
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vestibule, and physical findings limited to vulvar erythema (Friedrich, 1987). Though 
multiple factors have been hypothesized to play a role in YYS, a clear etiology has yet to 
be established (Pukall, Payne, Kao, Khalifé, & Binik, 2005). 
It was hypothesized that sexual arousal would result in an increase in genital and 
non-genital sensitivity to touch, and a decrease in genital and non-genital sensitivity to 
pain. The predictions would account for the apparent inconsistencies between reports of 
both increased and decreased sensitivity, and allow for a wider range of potentially 
pleasurable stimuli during sexual activity. It was also hypothesized that women with 
VVS would evidence impaired physiological and subjective sexual arousal associated 
with an increase in genital pain sensitivity as compared with the healthy group with 
exposure to the erotic stimulus. Factors associated with altered pain perception, such as 
catastrophizing, hypervigilance, and fear, were also assessed and compared between 
groups in an effort to investigate their impact on the perception of pain during sex. 
FinaIly, it was hypothesized that women with VVS would obtain higher ratings on aIl 
these pain-related measures consistent with previous research (Payne et al., in press; 
PukaIl, Binik, Khalifé, Amsel, & Abbott, 2002). 
Methods 
This study was reviewed and approved by the McGiIl University Faculty of 
Medicine Institutional Review Board. 
Participants 
Participants were recruited via media advertisements and screened during a semi-
structured telephone interview. AIl subjects were required to be between 18 and 45 years 
of age, native English or French speakers, and in good general health. Women were 
inc1uded in the healthy group ifthey reported pain-free intercourse. Inclusion criteria for 
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women suffering from VVS were: 1) pain during intercourse occurring on more than 50% 
of occasions for a minimum of six months, and 2) pain limited to intercourse and other 
activities involving vestibular pressure and/or vaginal insertion. Exclusion criteria for 
both groups were: 1) pel vic and/or vaginal pain due to another cause (e.g. vaginal 
atrophy); 2) major medical and lor psychiatric illness; 3) active vaginal infection; 4) past 
surgery in the vulvar area; 5) CUITent pregnancy, and/or; 7) vaginal delivery. 
Experimental Setting 
Testing took place during three sessions: The first occUITed at the participating 
gynecologist's office, and subsequent sessions at McGill University's sexual 
psychophysiologicallaboratory. 
Procedures 
After suitability for the study was determined during the telephone screening 
interview, participants were scheduled for three one-hour testing sessions to take place on 
different days: 
Session J was conducted at the participating gynecologist's office. After arriving at the 
office, the study was explained to participants in greater detail and informed consent was 
obtained. They then completed a semi-structured interview and a gynecological 
examination during which a diagnosis of YVS was either confirmed or excluded 
according to Friedrich' s criteria (1987). At the end of this session, participants were 
given a questionnaire package including detailed instructions to complete at home and 
return at the next session. 
Session 2 was conducted at McGill University's sexual psychophysiologicallaboratory. 
After arriving at the laboratory, participants were familiarized with the testing setting and 
equipment, and the experimental procedure was explained. Participants were then asked 
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to complete the Spielberger State Anxiety Inventory (Spielberger, Gorsuch, & Lushene, 
1970). Following this, the experimenter left the room and participants undressed from the 
waist down. They were instructed to lie down in a supine position on the gynecological 
table and coyer themselves from the waist down with a disposable sheet. The 
experimenter then re-entered the room and performed baseline sensory testing at the 
following locations in the following order: 9 o'dock position in the vulvar vestibule, 
inside portion of the right labium minus, and the volar surface offorearm. Next, the 
researcher attached the labial thermistor clip to the left labium minus. Participants were 
then given DVD goggles and the experimenter left the room. Participants listened to jazz 
music until their labial temperature stabilized (achieved maximum variability ofO.05°C or 
less within a 2-minute period), which took approximately 5-10 minutes. Once a stable 
baseline was reached, either an erotic or neutral film was viewed (counterbalanced 
between sessions 2 & 3). Participants watched the film for 10 minutes, at which point the 
experimenter retumed to repeat sensory testing while participants continued to watch the 
film. Following these procedures, participants dressed and completed a questionnaire 
pertaining to subjective sexual arousaI. 
Session 3 followed the same procedure as session 2, but participants viewed the film they 
had not seen in session 2, and baseline sensory testing was not repeated. At the end of 
this session, participants were debriefed and compensated. 
Interview 
A semi-structured interview with questions pertaining to demographic, 
gynecological, health, and relationship history was conducted during Session 1. During 
this assessment, both groups were read a list of body locations and asked ifthey 
experienced pain at least once a month or more in any ofthese sites. For every recurrent 
122 
Sexual Arousal and Sensation 
pain identified, participants were asked to rate the seriousness and interference of this 
pain on a Il-point Likert scale (0 = not serious/ no interference at aIl, 10 = most serious/ 
complete interference). They were then asked to identify their worst recurrent, non-
intercourse related pain, and to report its intensity and unpleasantness (0 = least intense/ 
unpleasant, 10 = most intense/ unpleasant). This was tenned their non-intercourse pain 
and was used as a reference in sorne of the pain-related questionnaires. During this 
interview, women suffering from YYS were asked additional infonnation regarding their 
intercourse pain (e.g. location, duration, intensity). 
Gynecological Assessment 
The gynecological exam consisted of a cotton-swab palpation of 3 randomly 
ordered, control-matched, vestibular sites (3, 6, and 9 o'clock). During this examination, 
a female researcher recorded pain ratings as reported at each location on a Likert scale 
ranging from 0 (no pain) to 10 (worst pain imaginable). These ratings were averaged 
across locations to create a vestibular pain index. The gynecologist then perfonned a 
standard bimanual palpation of the vagina, uterus, and adnexae. 
Questionnaires 
Participants completed both the State and Trait subscales of the State-Trait 
Anxiety Inventory (Spielberger, et al., 1970), and the Beck Depression lnventory II 
(Beck, Steer, & Brown, 1996) in order to examine group differences with respect to 
anxiety and depression in addition to examining the influence of state anxiety on sexual 
arousaI. Question 21 of the Beck Depression Inventory was omitted because it inquires 
about loss of interest in sexual activity, a common symptom associated with both YYS 
and depression. Participants also completed the short version of the Health Anxiety 
Inventory (Salkovskis, Rimes, Warwick, & Clark, 2002) and the Female Sexual 
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Functioning Inventory (Rosen et al., 2000). The Health Anxiety Inventory is a reliable 
and valid measure ofhealth anxiety (Salkovskis et al., 2002), while the Female Sexual 
Functioning Inventory is a brief self-report measure of female sexual function composed 
of 6 subscales: desire, subjective arousal, lubrication, orgasm, satisfaction, and pain. This 
questionnaire also has good construct validity and a high degree of internaI consistency 
(Rosen et al., 2000). 
The Pain Catastrophizing Scale (Sullivan, Bishop, & Pivik, 1995) was 
administered as a measure of catastrophizing to pain. This scale is a reliable and valid 
measure of pain magnification, rumination and helplessness (Sullivan et al., 1995). The 
Pain Vigilance Awareness Questionnaire (McCracken, 1997) was administered as a 
measure ofhypervigilance to pain. This scale assesses awareness, vigilance, 
preoccupation, and observation ofpain. It displays good internaI consistency, test-retest 
reliability, and has been validated for use in both chronic pain patients and non-clinical 
sampI es (McWilliams & Asmundson, 2001). The Pain Anxiety Symptoms Scale-20 
(McCracken & Dhingra, 2002) was also administered as a measure of fear of pain. This 
questionnaire is composed of four subscales; 1) Cognitive Anxiety, 2) Escape/ A voidance, 
3) Fearful Appraisal, and 4) Physiological Anxiety; each demonstrating good internaI 
consistency and designed to measure fear of pain across cognitive, behavioural and 
physiological domains 
The Pain Catastrophizing Scale, the Pain Anxiety Symptoms Scale, and the Pain 
Vigilance Awareness Questionnaire were administered once to healthy participants with 
reference to their non-intercourse pain identified during the semi-structured interview, 
and twice to VVS participants; once with reference to their intercourse pain, and a second 
time with reference to their non-intercourse pain. VVS participants also completed the 
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short fonn of the McGill Pain Questionnaire (Melzack, 1987) with reference to their pain 
during intercourse. The McGill Pain Questionnaire has become one of the most widely 
used tests for pain measurement. Much like the original, the short fonn provides an 
abridged checklist of adjectives that describe pain quality and intensity, and provides a 
global multidimensional measure ofpain. Following exposure to both erotic and neutral-
control stimulus films, participants also completed a questionnaire on subjective sexual 
arousal designed for the purposes ofthis study. This questionnaire measured self-
reported sexual arousal across behavioural, cognitive and physiological domains. The 
questionnaire contains II items. Participants answered the questions on 7-point Likert 
scales (e.g. 1 = not sexually aroused, 7 = very sexually aroused). The questionnaire also 
asked participants to rate how relaxing and enjoyable they found the films, where their 
attention was focused during the sensory testing, and whether sensory testing affected 
their level of sexual arousal. 
Labial Thermistor 
The labial thennistor clip was composed of a highly sensitive surface 
thennistor (Yellow Springs Instruments model 427 probe). The thennistor was glued to 
one end of a metal clip, and a silicone pad was fashioned on the other side of the clip 
directly perpendicular to the thennistor disk. A sliding ring encircling both ends of the 
clip served to open and close the device. A female researcher placed the thennistor clip 
on the widest part of the left labium minus so that the thennistor was located on the distal 
side. It was fastened as securely as required for the clip to be comfortable, yet remain 
attached when given a gentle tug. The thennistors were gas sterilized after each use using 
the STERRAD System; low-temperature hydrogen peroxide gas plasma that swiftly and 
effectively sterilizes sophisticated heat- and moisture-sensitive medical devices and 
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surgi cal instruments within 50 minutes. A second thennistor was secured to the wall in 
the experimental room to monitor ambient temperature. While participants privately 
viewed stimulus materials, labial and room temperature were monitored remotely in the 
adjacent equipment room. 
Stimulus Materials 
Participants viewed two film segments; a control film (consisting of a Canadian 
Film Board travelogue with no sexual content) and a sexually arousing film (depicting 
consenting adults engaged in sexual activity). DVD goggles equipped with earphones 
were used so that participants were able to privately view video segments played from a 
DVD player in the adjacent testing room. 
Sensory Testing 
Sensory testing was used to detennine tactile and pain thresholds before and a:fter 
10 minutes of stimulus presentation at the 9 0' clock position in the vulvar vestibule, on 
the right labium minus (opposite the labium to which the thennistor clip was attached), 
and on the volar surface of the right foreann. 
A tactile threshold is defined as the minimum amount of pressure that must be 
applied for a stimulus to be detected. These were detennined using graded disposable 
filaments that varied in length and diameter and were calibrated using a digital balance 
(Eliav and Gracely, 1998). The filaments were clamped at the appropriate length with 
hemostatic forceps and applied incrementally to the three sites at 5 second inter-stimulus 
intervals until the participant reported detecting a sensation. 
Pain thresholds, defined as the minimum amount of pressure that must be applied 
for a stimulus to be reported as painful, were measured in the vestibule using a 
vulvalgesiometer (Pukall, Binik, & Khalifé, 2004), a manual, spring-base device that 
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applies pre-calibrated pressures with a cotton-swab. The vulvalgesiometer exerts a range 
of forces from 3g to lkg, and is better able to mimic the pain women with YYS 
experience during intercourse than the filaments (Pukall et al., 2004). Pain thresholds at 
the vulvar vestibule were determined using the vulvalgesiometer, while pain thresholds at 
the labium minus and the volar forearm were determined using the disposable filaments. 
Additional filaments (Touch-Test Sensory Evaluator, North Coast Medical Inc.) exerting 
higher pressures were used solely on the forearm if the disposable ones could not exert 
enough pressure to elicit pain. AlI pain-threshold stimuli were applied incrementally at 
10 second inter-stimulus intervals until the participants reported that the sensation was 
beginning to become painful. 
Data Analysis 
Information obtained from the semi-structured interview, questionnaire measures, 
and tactile and pain threshold values were coded and entered onto an SPSS spreadsheet 
for further analysis. Temperature data was immediately recorded via a data acquisition 
system and was also transferred to an SPSS spreadsheet. Subject characteristics were 
compared between groups using Chi square and T-tests. Group differences on 
questionnaire measures were analyzed using T-tests and MANOVA where appropriate in 
order to minimize Type 1 error. Due to significant skewness, threshold data was log 
transfonned prior to analysis. Temperature and threshold data were analysed using 
repeated measures ANOV As. Where it is appropriate (with repeated measures that have 
> 2 levels) Greenhouse-Geisser conservative degrees offreedom were used to test 
significance as an adjustment for violations of sphericity. Tukey HSD post-hoc analyses 
and planned comparison T-tests were also computed on threshold and temperature data. 
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Results 
Sam pIe Characteristics 
Of the women who were screened via telephone and attended their first testing 
session, one healthy participant was excluded due to the presence of a hymeneal band, 
and 5 women suffering from coital pain were excluded after the gynaecological 
examination for not meeting criteria for YYS. Three participants were also excluded for 
failing to achieve a stable baseline labial temperature during testing (2 healthy, 1 YYS), 
and one due to technical error (VVS). Two additional women failed to appear for 
sessions 2 or 3 (1 healthy, 1 YYS). The final sample consisted of twenty healthy women 
(mean age 22.20, SD = 3.29) and an equal number of age-matched participants suffering 
from YYS (mean age 23.85, SD = 3.54). There were no significant differences between 
groups with respect to place ofbirth, religion, education, income, or type of contraception 
used t (aIl P > .10). Healthy women engaged in sexual intercourse more often per month 
(M= 9.30, SD = 6.69) than women with YYS (M= 4.77, SD = 4.48) t(38) = 2.52, P < 
0.05), and also experienced a higher percentage of orgasms with intercourse (M = 35.17, 
SD = 39.15; M = 15.00, SD = 20.39), t(29) = 2.04, P < 0.05. The groups did not differ 
with regard to the number of recurrent pains they experienced, though women with VVS 
rated the degree of interference (M = 4.07, SD = 1.59) of these pains as more severe than 
healthy participants (M = 2.74, SD = 1.84), t(38) = 2.45, P < .05, and were more likely to 
have been diagnosed with a chronic pain problem <1 = 5.71, P < .05). Women with VVS 
also reported higher pain intensity ratings (M = 6.75, SD = 2.47) for their worst non-
intercourse pain than healthy participants (M = 5.10, SD = 2.29), t(38) = 2.19, P<.05. On 
the Female Sexual Functioning Inventory, a significant multivariate effect for group was 
obtained (F(6,24) = 25.69, P < .001). Women with VVS reported experiencing more 
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difficulty with desire (M = 3.68, SD = 1.24; M = 4.59, SD = 0.95) F(1,29) = 5.27, P < .05, 
arousal (M = 4.14, SD = 1.09; M = 5.06, SD = 0.89) F(1,29) = 6.84, P < .05, lubrication 
(M = 4.07, SD = 1.34; M = 5.28, SD = 1.03) F(l ,29) = 7.99, P < .01, and pain (M = 2.42, 
SD = 0.98; M = 5.79, SD = 0.38) F(1,29) = 168.58, P < .001. It should be noted that aIl 
participants abstaining from intercourse were not included in these analyses (Healthy = 3, 
YYS =6). 
Pain-related questionnaire measures (see Table 1) 
No significant group differences were found on the Beck Depression Inventory or 
the State-Trait Anxiety Inventory. Women with VVS obtained higher scores on the main 
section ofthe Health Anxiety Inventory (F(1,38) = 10.33, P < .01) but not on the negative 
consequences subscale. On the Pain Catastrophizing Scale, women with VVS reported 
higher pain catastrophizing for intercourse pain (F(l ,38) = 39.90, P < .001) and non-
intercourse pain (F(1,38) = II.41, P < .01) as compared with healthy participant ratings 
for non-intercourse pain. Tests ofwithin-group differences for VVS participants 
(intercourse vs. non-intercourse pain) revealed no significant differences. An identical 
pattern of results was obtained on the Pain Vigilance Awareness Questionnaire on which 
women with VVS reported higher vigilance for both intercourse (F(l ,38) = 39.02, P < 
.001) and non-intercourse pain (F(I,38) = 23.58, P < .001) as compared with the healthy 
participant ratings for non-intercourse pain. 
Women with VVS also obtained higher scores on all four subscales of the Pain 
Anxiety Symptoms Scale with respect to intercourse pain as compared with healthy 
participant ratings for non-intercourse pain; cognitive anxiety (F(l ,38) = 27.99, P < .001), 
escape/ avoidance (F(1,38) = 6.81, P < .05), fearful appraisal (F(1,38) = 8.55, P < .01), 
and physiological anxiety (F(1 ,38) = 10.55, P < .01). With respect to non-intercourse 
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pain, women with YYS also obtained higher ratings on cognitive anxiety (F(l ,38) = 
15.15, P < .001), escape/avoidance (F(I,38) = 9.77, P < .01), and physiological anxiety 
(F(I,38) = 8.81, P < .01), whereas only a trend was observed on the fearful appraisal 
subscale F(l,38) = 3.90, P = 0.055). When comparing intercourse to recurrent pain 
ratings on the Pain Anxiety Symptoms Scale within the VVS group, no significant 
differences were found. 
Physiological sexual arousal (see Figure 1) 
Baseline room temperature and fluctuations in room temperature did not differ 
significantly between groups or conditions. Labial temperature data was subjected to a 
repeated measures 2 (group; healthy, YYS) x 2 (film order; 1 =control first, 2=erotic first) 
x 2 (time; baseline, baseline + peak delta after film onset) x 2 (film; neutral-control vs. 
erotic) ANOVA. A film x time interaction was found (F(l,36) = 87.69, P < .001). Post-
hoc Tukey HSD tests revealed that mean temperature was higher after exposure to the 
erotic film as compared to before presentation of either control (Q(4,36) = 17.04, P < .01) 
or erotic films (Q(4,36) = 16.96, P < .01) and after presentation of the control film 
(Q(4,36) = 18.901, P < .01). 
A significant film x film order interaction was also found (F( 1,36) = 4.54, P < 
.05). Post-Hoc Tukeys revealed that labial temperature was higher during the erotic film 
at film order 1 (M= 34.16, SD = 0.02) versus 2 (M= 33.39, SD = 0.02) Q(4,36) = 4.26, P 
< .05, and the control film at either film order 1 (M= 33.34, SD = 0.03) Q(4,36) = 4.27, P 
< .05, or 2 (M = 33.12, SD = 0.02) Q(4,36) = 5.76, P < .01. These data indicate that 
physiological sexual response was maximized when participants were exposed to the 
control stimulus first, perhaps due to increased comfort and familiarity with the setting 
and testing procedure, or lack ofbaseline sensory testing prior to viewing the erotic film. 
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No between group differences were obtained. For women in the VVS group, the more 
anxious they were before the erotic film, the less physiological arousal they experienced 
(r = -.49, P < .05). 
Subjective Sexual Arousal 
A 2 (group; healthy, YYS) x 2 (film; control, erotic) x 2 (film-order; control first, 
erotic first) ANOV A was computed on total subjective arousal scores. A significant 
effect of film was found (F(1,36) = 208.94, P < .001), with participants reporting the 
erotic film as more sexually arousing (M= 27.84, SD = 0.18) than the control film (M= 
8.75, SD = 0.09). 
A 2 (group; healthy, YYS) x 2 (film-order; control first, erotic first) MANOVA 
was also computed for 7 items relating to sexual arousal completed after exposure to the 
erotic film. A significant multivariate effect for group was obtained (F(7,30) = 7.73, P < 
.01). Women with YYS reported less desire to engage in intercourse (M = 4.75, SD = 
1.77) than healthy women (M = 6.05, SD = 1.05) F(I,36) = 7.73, P < .01, and a reduced 
level of mental sexual arousal approaching significance (M = 4.00, SD = 1.55; M = 4.95, 
SD = 1.39) F(l ,36) = 3.96, P = 0.054. 
Healthy women reported feeling more relaxed during the control film (M = 6.65, 
SD = 0.59) than women with VVS (M = 6.10, SD = 0.85) t(38) = 2.38, P<0.05, while 
women with VVS reported paying more attention to this film (M = 4.65, SD = 0.99) 
versus the sensory testing than healthy women (M = 3.75, SD = 1.48) t(38) = 2.26, P < 
.05. The more anxious healthy women felt before the erotic film, the less they enjoyed 
the film (r = -.46, P < .05). This same effect was not quite statistically significant in 
women with VVS (r = -.42, P = 0.06). 
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The extent to which sensory testing influenced sexual arousal was also assessed 
on a Likert scale of 1 to 7 (1 = very little, 7 = a lot). During the control film, 2 healthy 
women reported that the sensory testing increased their level of sexual arousal for a mean 
of 3 while none reported a decrease. As for women with YYS, 4 reported that the sensory 
testing increased their sexual arousal for a mean of 2, and 5 experienced a decrease for a 
mean of3.8. During the erotic film, 12 healthy women reported that the sensory testing 
decreased their sexual arousal for a mean of3.67, and 4 experienced an increase for a 
mean of2.5. Eleven women with YYS also reported a decrease in sexual arousal for a 
mean of2.73, while 5 experienced an increase for a mean of3.8. 
Correlations between labial temperature and total subjective arousal across both 
control and erotic film conditions were r = 0.739, P < .01 for healthy women and r = 
0.672, P <.01 for women suffering from YYS. 
Tactile thresholds (see Figure 2) 
Tactile thresholds were entered in a repeated measures 2 (group; healthy, YYS) x 
3 (time; baseline, control film, erotic film) x 3 (location; vulvar vestibule, labium minus, 
volar forearm) ANOVA. A main effect for location was obtained (F(2,76) = 27.17, P < 
.001). Post-hoc Tukey tests revealed that the forearm was more sensitive to touch than 
both the labia (Q(3,76) = 9.89, P < .01) and the vulvar vestibule (Q(3,76) = 6.14, P < .01). 
The vestibule in turn was more sensitive to touch than the labia (Q(3,76) = 3.75, P < .05). 
A Time x Site interaction was also found (F( 4, 152) = 2.82, P < .05). Tukey post-
hoc tests revealed that the vulvar vestibule was more sensitive to touch with exposure to 
the erotic film as compared with the control film (Q(9, 152) = 4.88, P < .05). An overall 
group trend was found (F(1 ,38) = 3.59, P = .07) indicating that women with VVS tended 
to have lower tactile thresholds at aIl locations. 
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Pain thresholds (see Figure 3) 
Pain thresholds of the labium minus and forearm tested with the filaments, and 
vulvar vestibule pain thresholds tested with the vulvalgesiometer were analysed 
separately. Labium and forearm were analysed together in a 2 (group; healthy, YYS) x 2 
(location; labium minus vs. forearm) x 3 (time; baseline vs. neutral-control film vs. erotic 
film) repeated measures ANOV A. Main effects were found for Site (F(l,38) = 13.11, P < 
.001), indicating that the labia was more sensitive to pain than the forearm, and Time 
(F(2, 76) = 4.89, P < .05). Post-hoc Tukey tests revealed that both sites were less 
sensitive to pain during the control (Q(3,76) = 3.66, P < .05) and erotic film (Q(3,76) = 
3.94, P < .05) as compared with baseline. A between-subjects effect for group was also 
found (F(l, 38) = 9.68, P < .01), indicating that women with VVS experienced more pain 
at both the labia and forearm. 
Vestibular pain thresho]ds were analysed using a repeated measures 2 (group; 
healthy, YYS) x 3 (time; baseline vs. neutral-control film vs. erotic film) ANOVA. A 
Time x Group (F(2, 76) = 3.35, P = 0.051) interaction trend was found. Planned 
comparisons revea]ed that within the healthy group, vulvar pain thresholds were 
significant]y higher at base]ine versus the erotic condition (t(36) = 7.23, P < .001), while 
within the VVS group, vu]var pain thresholds were significant]y higher during the control 
versus the erotic condition (t(36) = 7.23, P < .001). A between-subjects main effect for 
Group was a]so found (F( l, 38) = 39.25, P < .001) indicating that women with VVS were 
more sensitive to pain across a11 testing conditions. 
Discussion 
This study sought to determine whether sexual arousa] influences genital and non-
genita] sensation, and second]y, to estab]ish if dyspareunia resulting from YYS is 
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associated with a lack of sexual arousaI. In healthy women, exposure to the erotic film 
increased sensitivity in the vulvar vestibule to both touch and pain. This is contrary to the 
hypothesis that sexual arousal serves to attenuate pain perception so as to allow for 
comfortable vaginal penetration and may in fact be the result of increased 
vasocongestion to the area. Similarly, other physiological changes that accompany sexual 
arousal and may contribute to heightened sensation include myotonia, engorgement of the 
clitoris, and formation of the orgasmic platform (Masters & Johnson, 1966). 
An increase in sensitivity in response to the erotic stimulus Was not found 
however in the labia or forearm. Consistent with Whipple and Komisaruk (1985), an 
effect was not obtained for touch at either non-vulvar site tested though both the labia and 
forearm evidenced a decrease in sensitivity to pain with exposure to the erotic film. This 
last effect was also observed with exposure to the control film however, pointing to the 
role of distraction rather than sexual arousal per se. 
Results indicated that the labia were quite insensitive to touch, possibly explaining 
why this genital structure did not evidence a similar effect as the vestibule. This is 
supported by the fact that, according to aIl the participants in the current study, the 
thermistor clip, when attached to the labium minus, was barely detectable. That being 
said, ifvasocongestion is responsible for the effect obtained at the vestibule, one would 
expect a similar effect at the labium minus where an increase in temperature was recorded 
with exposure to the erotic film. However, if vasocongestion results in an increase in 
sensitivity, this may resuIt from an interaction ofblood flow and the innervation 
characteristics of the affected area. It is also curious that the labium minora as a genital 
structure did not evidence a similar pattern to the vulvar vestibule. These resuIts suggest 
that the genital/ non-genital distinction may not be the appropriate one based on sensory 
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evidence. These data also suggest that the vulvar vestibule is a particularly special genital 
area with sensory properties as different from other genitallocations as other more distant 
peripheral sites such as the forearm. 
Women with YYS also experienced an increase in vulvar sensitivity to touch and 
pain with exposure to the erotic versus the control film. Interestingly, many of the 
participants described the control film as very relaxing. Viewing of this stimulus may 
have produced an analgesic effect through the induction of a relaxing state. Women with 
YYS also experienced more pain than healthy participants at aIl locations tested. These 
data replicate the generalized sensory abnormality found in other studies (Giesecke et al., 
2004; Granot, 2005; Granot, Yamitsky, Friedman, & Zimmer, 2002; Pukall et al., 2002; 
Rosenman, 2002). 
Both groups obtained a greater increase in labial temperature with exposure to the 
erotic film versus the control film, and reported the erotic film to be more arousing than 
the control film. No group difference with reference to physiological sexual arousal was 
obtained, and therefore our data contradicts the notion that dyspareunia resulting from 
VVS is associated with a lack of physiological sexual arousal. Regarding subjective 
arousal however, women with VVS reported a significant trend for lower levels of mental 
sexual arousal and less desire to engage in intercourse with a partner following exposure 
to the erotic film. They also reported engaging in sexual intercourse less frequently and 
experiencing significantly less arousal and desire on the Female Sexual Functioning 
lnventory than healthy women. 
Correlations between physiological and subjective sexual arousal were qui te high 
as compared with that commonly achieved with VP A measurement. These results are 
consistent with previous research reporting higher concordance between ratings of 
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subjective and physiological sexual arousal using the labial thermistor clip (Henson, 
Rubin, & Henson, 1979). However, CUITent calculations of concordance are typically 
performed between VP A and a continuous subjective measure of sexual arousai. The 
later was not used in the present study so as not to distract the participants any further 
from the stimulus film than the sensory testing already did. As such, these data are not 
appropriate for comparison with VP A concordance ratings obtained with continuous 
measurement of subjective sexual arousai. 
On pain-related measures, women with VVS reported more health anxiety and 
more catastrophizing, hypervigilance, and fear ofboth intercourse and non-intercourse 
related pain. These data suggest that women with dyspareunia resulting from YYS may 
be at risk for interpreting the increased sensitivity associated with sexual arousal in an 
unpleasant way. Similarly, many descriptors used to describe the quality of pain 
experienced by VVS sufferers (e.g. burning, aching, throbbing; Payne et al., in press) are 
also commonly used to describe pleasurable sexual activity, speaking to the possibility of 
an interpretation bias in the population. 
The finding that sexual arousal increased vulvar sensitivity also contradicts the 
notion that sexual arousal can render pain more tolerable or even pleasurable. It is worth 
noting that the present investigation asked participants to identify when a stimulus 
became painful, and not whether it was experienced as pleasurable or not. To tease apart 
these issues, future investigations of the influence of sexual arousal on sensation should 
investigate sensation intensity separately from valence. 
Finally, these data have important implications for the treatment ofwomen 
suffering from dyspareunia. One common technique is pelvic floor physiotherapy where 
a physiotherapist works directly with the patient to help relieve muscle tonicity (see 
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Bergeron & Lord, 2003). An important component of pelvic floor physiotherapy is 
biofeedback training, where the patient receives pelvic floor muscle training with respect 
to contraction, relaxation, and the acquisition of voluntary control. When performing 
these exercises however, women are not typically sexually aroused. These exercises will 
then be incorporated into the sexual situation where women suffering from dyspareunia 
may be experiencing an increase in vulvar sensitivity due to sexual arousai. Pelvic floor 
physiotherapy should therefore incorporate a graded exposure of their techniques with 
sexual arousal in order to facilitate the generalization of treatment benefits to the sexual 
context. Finally, sex therapists needs to address issues related to fear, catastrophizing, 
and hypervigilance for pain in respect to both intercourse and non-intercourse pain by 
incorporating pain-management therapy techniques into their interventions. This is 
supported by the success of group cognitive-behavioural therapy in the treatment ofVVS 
(Bergeron et al., 2001), which comprises techniques aimed at reducing the fear of pain 
during intercourse and other maladaptive affective and cognitive responses. 
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Table 1 
Means and Standard Deviations on Pain-Related Measures Comparing Healthy with VVS 
Ratings. 
Variable Healthy VVS YYS 
(non-intercourse pain) (intercourse pain) (non-intercourse pain) 
N 20 
Beek Depression Inventory 8.15 (7.3 8) 
Spielberger Trait Anxiety 39.45 (10.20) 
Inventory 
Health Anxiety Inventory 
Main Section 11.70 (6.95) 
Negative Consequences 3.70 (3.96) 
Pain Catastrophizing Scale 12.45 (5.6l) 
Pain Vigilance A wareness 31.80 (13.38) 
Questionnaire 
Pain Anxiety Symptoms Scale 
Cognitive Anxiety 















19.45 (8.24)** NIA 
4.70 (2.88) NIA 
25.90 (7.68)*** 21.40 (10.43)** 
55.70 (l0.62)*** 49.1 0 (8.64)*** 
16.10 (4.02)*** 15.05 (5.74)*** 
13.65 (3.80)* 14.60 (4.28)** 
8.50 (5.49)** 7.20 (5.99) 
8.10 (5.56)** 7.75 (5.67)** 
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Figure Caption 
Figure 1. Physiological sexual arousal as measured by labial temperature in response to 
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Figure 3. Pain thresholds by location and condition tested. 
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Literature Review Update 
The first two review papers included in this thesis addressed the classification of 
sexual pain disorders. There has since been a growing interest in the classification debate 
as evidenced by the February 2005 special issue of the Archives of Sexual Behavior which 
was devoted in part to this issue. Furthennore, a debate was held on the topic at the 2004 
annual meeting of the International Society for the Study ofWomen's Sexual Health 
(Binik & Graziottin, 2005). Alongside this growing interest is a concomitant increase of 
articles related to sexual pain appearing within the pain literature. 
The second review paper included in this thesis also provided a review and 
evaluation of CUITent treatment strategies for dyspareunia. There has since been further 
interest in capsaicin as a treatment option for vulvar vestibulitis syndrome (Murina, 
Radici, & Bianco, 2004; Steinberg, Oyama, Rejba, Kellogg-Spadt, & Whitmore, 2005). 
These studies however, illustrate only a partial improvement, with severe burning as a 
potential si de effect of treatment. 
Efforts in developing a less invasive fonn ofvestibulectomy for vulvar vestibulitis 
syndrome have proved successful, with one study reporting complete response in 73.6% 
ofwomen treated (Lavy, Lev-Sagie, Hamani, Zacut, & Ben-Chetrit, 2005). In a 
retrospective chart review of 22 women treated for granuloma fissuratum with 
perineoplasty, 95% ofwomen experienced a resolution of the fissures while 64% 
experienced a resolution in dyspareunia (Kennedy, Dewdney, & Galask, 2005). In this 
same study however, other vulvar symptoms such as burning, itching, and pain were not 
improved. Other surgi cal procedures have been shown to actually increase the incidence 
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of dyspareunia such as transvaginal reconstructive pelvic surgery (Abramov et al., 2005), 
vaginal surgery for genital descensus (Helstrom & Nilsson, 2005), and repair for anterior 
and posterior vaginal prolapse using a prolene mesh (Milani, Salvatore, Soligmo, 
Pifarotti, Meschia, & Cortese, 2005). 
Consistent with our review of the benefits of physiotherapy in the treatment of 
vaginismus and dyspareunia, another review article has appeared on this topic 
(Rosenbaum, 2005). Despite the well demonstrated treatment benefits of cognitive-
behavioural therapy for vulvar vestibulitis syndrome however, new evidence suggests that 
1 out of every 5 patients chooses surgery as a first treatment option over therapy (Schultz 
& Van de Wiel, 2005). The authors of this publication suggest that this may be the result 
of either poor information or the stigma associated with "psychological/ psychiatrie" 
treatment. 
Finally, a treatment option for sexual dysfunction including dyspareunia in 
irradiated cervical cancer patients has shown sorne promise (Schroder et al., 2005). The 
clitoral therapy device (Eros - CTD) is designed to increase blood flow to the clitoris via a 
small suction cup connected to a hand-held battery-powered pump. Thirteen women used 
the device four times weekly for 3 months during foreplay and self-stimulation. After 3 
months, significant improvements were obtained on measures of sexual desire, arousal, 
lubrication, orgasm, sexual satisfaction, and pain. 
The first empirical investigation presented in this thesis concemed attentional 
mechanisms implicated in both chronic pain and sexual dysfunction. A review of the 
literature conducted on PsycINFO database in August of 2005 of all publications 
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appearing in 2005 containing the words "attention and pain" or "attention and sexual 
dysfunctions" revealed a continued interest in the mechanisms of attention implicated in 
pain with 5 relevant citations (see Asmundson, Carleton, & Ekong, 2005; Karst, Rahe-
Meyer, Gueduek, Hoy, Borsutzky, & Passie, 2005; Picariello, 2005; Roelofs, Peters, 
Fassaert, & Vlaeyen, 2005; Williams, Hadjistavropoulos, & Asmundson, 2005), while no 
such references were found within the sexual dysfunctions literature. This paper also 
remains the only investigation of information processing variables implicated in 
dyspareunia, though a continued interest exists in personality factors associated with 
vulvar vestibulitis syndrome. Sorne studies have found higher levels ofharm avoidance 
and dependence associated with increased pain sensitivity (Granot, 2005) in addition to 
more evidence for higher trait anxiety, somatization, and po or body image (Granot & 
Lavee, 2005). Others however, have criticized the literature regarding psychological 
factors associated with vulvar vestibulitis for inconsistent findings resulting from 
unrepresentative sampling (Green & Hetherton, 2005). These authors conclude that there 
is no convincing evidence that vulvar vestibulitis syndrome is associated with any 
psychoIogicaI di ffi cult y other than disturbances in sexual functioning attributable to the 
occurrence of chronic vulvar pain. 
Since the literature reviews included in the technical note and second empirical 
investigation included in this thesis, no new articles have appeared which discuss the 
labial thermistor clip, or the influence of sexual arousal on sensation in women. 
However, there has been sorne continued interest regarding the role of sensory deficits 
implicated in sexual dysfunctions. In a poster presentation at the thirty-first annual 
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meeting of the International Academy of Sex Research, researchers presented data 
regarding vibratory perception thresholds indicating a significant increase with age, 
higher values in women with diabetes and nerve damage, and the lowest values in women 
suffering from vulvar vestibulitis and vaginismus (Hulter & Lundberg, 2005). 
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General Conclusions and Directions for Future Research 
The two empirical investigations included in this thesis were concemed with the 
processing of pain and sexual cues and how this influences sensory perception and sexual 
functioning. Similar lines of research could be used to develop models of sexual 
processing. In other words, how one becomes aware of, attends to, reacts to, interprets, 
and uses sexual information or non-sexual information during sex. This information 
includes but is not limited to images, words, sensations, automatic thoughts, feelings. 
The way this information is processed can be viewed as a set of skills which then 
influence the sexual response and experience. Sorne individuals may be better able to 
process sexual information so as to optimize sexual response by using the right set of 
skills effectively, while other sexually dysfunctional individuals may be less able to do 
this. Furthermore, sorne individuals may be better able to enhance or inhibit their sexual 
response through the manipulation of these skills. 
This research addresses the following questions: 1) how is sexual information 
processed? 2) do es this influence sexual response? 3) what are the processing skills that 
can maximize or inhibit sexual response? 4) can a deficit in these skills characterize 
sexually dysfunctional groups? 5) can these skills be acquired? 6) are sorne groups better 
able to use/manipulate these skills to modify sexual response? This last question in 
particular addresses the issue of motivation and sexual arousal, a topic largely ignored 
within the sexual research literature and absolutely crucial to the validity of data obtained 
from laboratory trials examining sexual arousal in addition to the assessment of sexual 
arousal in offenders. AIso, data regarding the non-specificity offemale sexual arousal 
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(Chivers, Rieger, Latty, & Bailey, 2004) may be accounted for by an inability ofwomen 
to inhibit sexual response in the presence of"inappropriate" sexual cues as well as men. 
This explanation would be consistent with why genital response in women seems 
unrelated to their subjective experience of sexual arousal (Laan & Everaerd, 1995; Laan, 
Everaerd, Vandervelde, & Geer, 1995). For example, ifwomen become physiologically 
aroused to a wide variety of stimuli, perhaps subjective sexual arousai then functions so 
as to facilitate sexual response with only those stimuli deemed socially appropriate. 
Much of the focus of this thesis has been on vulvar vestibulitis syndrome because 
it represented an ideal candidate for the examination of pain and sex processing. 
Similarly, much research has recently been devoted to the pain component involved in 
vulvar vestibulitis, whereas the pain characteristics of other forms of dyspareunia such as 
chronic vulvodynüi, or deep dyspareunia have yet to be investigated (see Binik, 2005a,b; 
Pukall, Payne, Binik, & Khalifé, 2003; Pukall, Kao, Khalifé, & Binik, 2005). Regarding 
sexual factors, research has identified sexual dysfunctions in women suffering from 
dyspareunia and vaginismus (Meana, Binik, Khalifé & Cohen, 1 997b; Reissing, Binik, 
Khalifé, Cohen, & Amsel, 2003), but only a couple of studies to date have examined 
sexual arousal in women with vulvar vestibulitis yielding conflicting results (Brauer, 
Lann, & ter Kuile, 2004; Payne, et al., 2005; Wouda et al., 1998). 
One of the aims ofthis thesis was to investigate the interaction ofboth pain and 
sexual factors in the development and maintenance of chronic vulvar pain. In this vein, 
future empirical efforts should carefully examine pain factors su ch as awareness, 
interpretation, and evaluation of sensory experience in relation to the sexual context and 
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interacting sexual factors such as subjective and physiological levels of sexual arousal in 
addition to sexual history, beliefs, attitudes, and sexual self-esteem. 
In the first empirical investigation presented in this thesis, women with vulvar 
vestibulitis were shown to exhibit a fear and anxiety mediated hypervigilance for pain 
stimuli. While the Stroop task is believed to be an index of selective attention (Roelofs, 
Peters, Zeegers, & Vlaeyen, 2002; Williams, Mathews, & MacLeod, 1996), others argue 
that it is an individual's ability to disengage from a stimulus, as measured by the dot-
probe paradigm, which is influenced by threat (Fox, Russo, Bowles, Dutton, 2001; Fox, 
Russo, and Dutton, 2002). Others further argue that the dot-probe task holds certain 
advantages over the Stroop and represents apurer measure of attentional processing 
(Macleod, Matthews, & Tata, 1986). Similarly, dot-probe paradigms have become the 
more commonly used technique to investigate attentional bias in pain-processing (see 
Asmundson, Carleton, & Ekong, 2005; Dehghani, Sharpe, & Nicholas, 2003; Keogh, 
Ellery, Hunt, & Hannent, 2001; Roelofs, Peters, Fassaert, & Vlaeyen, 2005; Roelofs, 
Peters, van der Zijden, Thielen, & Vlaeyen, 2003). Therefore, a repli cation ofthis study 
using the dot-probe task would be warranted. This task would also have the added 
advantage ofbeing able to assess attentional disengagement away from sexually 
pleasurable stimuli toward threatening pain stimuli. 
Future information processing investigations of dyspareunia may also help to 
tease apart whether it is the pain whieh is threatening or the sex. However, one likely 
possibility is that sexual eues have aequired the threatening value of pain in women who 
suffer from painful intercourse. This would mirror the clinieal phenomena, whereby 
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women who experience pain with intercourse often begin to avoid other non-painful 
sexual activities as weIl. 
Stroop and dot-probe paradigms have also been criticized on the grounds that the 
images or words used as stimuli are mere representations of the actual stimuli of interest 
(Van Damme, 2004). That is to say, pain words or images do not actually cause pain. 
Therefore there is a need to develop other experimental paradigms to assess the allocation 
and/or disengagement of attentional resources in the presence of the actual stimulus, such 
as vulvar pain in the case ofvulvar vestibulitis syndrome. Unlike pain stimuli however, 
sexual stimuli are multimodal and capable of eliciting a sexual response in visual, 
auditory, or sensory form, therefore providing for more flexibility in the choice of stimuli 
and the experimental design. Cognitive paradigms using pain and/or sexual stimuli could 
also be combined with other measures of attentional awareness and allocation such as 
EEG recordings and eye-tracking methodology which have received sorne recent interest 
within the field ofsex research (Lykins & Meana, 2005; Van Lankveld & Srnulders, 
2005). Ultirnately, any rneasure or assessrnent of attention involved in sexual pain 
disorders should also attempt to assess the impact on relevant sensory perceptions of pain 
and pleasure during intercourse. 
The historical review and technical note conceming the labial thermistor clip in 
addition to initial data from the preceding ernpirical investigation represent only a first 
step in the developrnent and understanding of this rneasure of female physiological sexual 
arousal. 1 am currently collaborating with Ms. Nicole Prause at the Departrnent of 
Psychology of the University of Indiana on a validation study whereby the labial 
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thennistor clip will be compared simultaneously with the more commonly used vaginal 
photoplethysmograph. This investigation will compare the responsiveness, sensitivity, 
and ease ofuse ofboth devices across multiple subject groups and stimulus conditions. 
ln another ongoing collaboration with Dr. Paul Federoff of the Royal Ottawa Health Care 
Group's Sexual Behaviours Clinic, 1 am modifying this device for use in men and will 
compare it with existing measures of penile tumescence in healthy men and sexual 
offenders with exposure to a variety of erotic stimuli. Existing data using thermographie 
imaging suggests that temperature is a reliable and valid measure of physiological sexual 
response in men (Kukkonen, Binik, & Carrier, 2005), however, the penile thermistor 
offers a more affordable alternative with the advantage ofmore location specificity. 
During erection the penis moves significantly so that it is difficult to record from the 
same physical regions using a camera. In contrast, the penile thermistor will be attached 
to the penile shaft, permitting it to move with the penis throughout the erection aIl while 
recording from the same penile location. 
The second empirical investigation included in this study represented the first ever 
attempt to directly investigate the influence of sexual arousal on the way women perceive 
and experience genital and non-genital sensations. Results indicated that women 
experience an increase in sensitivity to both touch and pain in the vulvar vestibule with 
exposure to an erotic film. Although the idea that the female genitals become more 
sensitive to touch with sexual arousal makes intuitive sense, the notion that they become 
more sensitive to pain seems counterintuitive, particularly considering the often vigorous 
penile thrusting involved in intercourse which is experienced as pleasurable. Therefore, 
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one limitation of this study may have been the method of sensory assessment used 
whereby participants were asked to report when the sensory stimulation became 
detectable and when it became painful. Such an "objective" evaluation of sensory 
experience may have failed to capture whether the sensations were experienced as 
"subjectively" pleasurable or not independent of intensity, and may have also 
inadvertently induced a certain degree ofhypervigilance for the pain stimuli. Future 
repli cations of this work should seek to design a paradigm where the intensity and 
valence of the sensory stimulus are independently evaluated. 
A paraUel study has also been completed examining the influence of sexual 
arousal on genital and non-genital sensation in men but the resuIts have yet to be fully 
analyzed. This study was conducted in a group of circumcised and uncircumcised men 
foUowing a procedure similar to what was used in the female study. Future investigations 
would benefit from the procedural improvement outlined above, but also by replicating 
this work in populations suffering from sexual dysfunctions, pelvic pain, as weIl as before 
and after therapeutic circumcision in aduIts. The experimental paradigm in both female 
and male studies should also be expanded to examine the orgasm and resolution phase of 
the sexual response cycle. Finally, this paradigm could be used to evaluate sensory 
function as part of sexual response before and after SSRI treatment, and in the evaluation 
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The following poster was posted at various locations around McGill University in the summer 
of2002 
Pain During Sexual 
Intercourse: 
A Women's Sexual Health 
Study 
McGiII University and the Sex and Couple 
Therapy service of the Royal Victoria 
Hospital seek women aged 18 to 45 who 
experience pain during sexual intercourse 
as weil as healthy pain-free women to 
participate in a study examining how thinking 
processes influence genital pain. 
Participation includes a 15 minute telephone interview, a 
30 minute computer task, a 1 hour questionnaire session, 
and a 15 minute gynecological examination. Sorne pain 
may be experienced during the gynecological 
examination, but no other health risks are posed. 
Participants will be reimbursed for their expenses. 
For more information 
cali: 
Talia Hoffstein 
at (514) 398-5323. 
This research project is directed by; 
Dr. 1. Binik, Department of 
Psychology, 
McGiII University, 
Sex and Couple Therapy Service, 
Royal Victoria Hospital. 
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Hour: January 8th _14th , 2004 
sensandn. 
UmvérSMi 
setvice:;~ ôf'Y~ Hospital;: 
Partici~. "00 ~{,.illtervie ..... -" a staIldaild' 
eéolo 'cal':' . • ..... *08 '. Qllc~tiom~aiJres;"1 gyn .gt .. ~" .Ai ., 
exposnrê to .' ._:~xilal1y. explicit·.video 
segmen~ and ~~~~tesffi:tg.11ùi·stDay· 
is coiiducted in. ~'. Qne:-hour sessions for 
, , ,)," ~~:4::;<it?.>,,· ' , ~.' 
wbicli participatits WiII,tie reimbursed a total .of 
$75 for tbeif,~cipation. For more 
information" caU (514J398.;S323.and ask aboUt 
the sexual arousal an<I se~ationstudy. . 




Voir: January 29th-February 4th, 2004 
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174 
The following pamphlets were distributed in our participating guynecologist private 
practice office on May 2ih and November 8th of 2004: 
Dr. Samir Khalifé 
3550 chemin Cotes des Neiges, Suite 700 
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~McGill 
Do You Experience Pain During Sex? 
If so you are not alone ... 
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Up to 15% ofwomen in North America 
experience painful intercourse. Help us 
find out why by participating in a study 
examining how sexual arousal influences 
genital sensation. This study is sponsored 
by McGill University and the Sex & 
Couple Therapy service of the Royal 
Victoria Hospital. Participation inc1udes 
an interview, a standard gynecological 
examination, questionnaires, exposure to 
neutral and sexually explicit video 
segments, and vulvar sensory testing. 
This study is conducted in three one-hour 
sessions for which participants will be 
reimbursed a total of $75 for their 
participation. For more information, 
cali (514) 398-5323 and ask about the 
"sexual arousal and sensation study". 
This research project is directed by 
Dr. 1. Binik, Department of Psychology, 
McGill University, 
Sex and Couple Therapy Service, 
Royal Victoria Hospital. 
~McGill 
Éprouvez-vous de la Douleur lors des 
Relations Sexuelles? 
Si oui, vous n'êtes 
pas seule ... 
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Jusqu'à 15% des femmes en Amérique du Nord 
éprouvent de la douleur lors des relations 
sexuelles. Aidez à découvrir pourquoi en 
participant à une étude qui a pour but 
d'examiner comment l'excitation sexuelle 
influence les sensations génitales. Cette étude 
est appuyée par l'université McGill et le Service 
de Therapie Sexuelle et de Couple de 1 'hôpital 
Royal Victoria. La participation à l'étude 
comporte une entrevue, un examen 
gynécologique standard, des questionnaires, le 
visionnement d'extraits de films neutres et 
sexuellement explicites ainsi qu'un test 
sensoriel de la vulve. Cette étude comporte trois 
sessions d'une durée d'une heure chacune pour 
lesquelles les participantes recevront une 
compensation d'un total de $75 pour leur 
participation. Pour plus d'informations, 
téléphoner au (514) 398-5323 et demander 
des renseignements concernant l'étude 
sur "la sensations et l'excitation sexuelle". 
Ce projet de recherche est sous la direction de 
Dr. l Binik, département de psychologie 
Université McGill 
Service de Thérapie Sexuelle et de Couple 
Hôpital Royal Victoria 
McGill Classifieds 
(January 8th, 22Dd, June llth & 21s" September 3rd & 14t\ October 13t\ 2004) 
ENGLISH ADVERTISEMENT FOR RECRUITING CONTROL WOMEN 
He1p Improve Women's Sexual Health 
Up to 15% of women in North America experience painful intercourse. Help us find out 
why by participating in a study examining how sexual arousal influences genital 
sensation. This study is sponsored by McGill University and the Sex & Couple Therapy 
service ofthe Royal Victoria Hospital. Participation includes an interview, a standard 
gynecological examination, questionnaires, exposure to neutral and sexualIy explicit 
video segments, and vulvar sensory testing. This study is conducted in three one-hour 
sessions for which participants will be reimbursed a total of$75 for their participation. 
For more information, calI (514) 398-5323 and ask about the "sexual arousal and 
sensation study". 
This research project is directed by 
Dr. 1. Binik, Department of Psychology, 
McGill University, 
Sex and Couple Therapy Service, 
Royal Victoria Hospital. 
McGill Classifieds 
(January 8th, 22Dd, September 3rd, 2004) 
ENGLISH ADVERTISEMENT FOR RECRUITING WOMEN WITH VVS 
Do You Experience Pain During Sex? 
Ifso, you are not alone. Up to 15% ofwomen in North America experience painful 
intercourse. Help us find out why by participating in a study examining how sexual 
arousal influences genital sensation. This study is sponsored by McGi]] University and 
the Sex & Couple Therapy service of the Royal Victoria Hospital. Participation includes 
an interview, a standard gynecological examination, questionnaires, exposure to neutral 
and sexualIy explicit video segments, and vulvar sensory testing. This study is conducted 
in three one-hour sessions for which participants will be reimbursed a total of $75 for 
their participation. For more information, ca]] (514) 398-5323 and ask about the "'sexual 
arousal and sensation study". 
This research project is directed by 
Dr. 1. Binik, Department of Psychology, 
McGilI University, 
Sex and Couple Therapy Service, 
Royal Victoria Hospital. 
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Posted on web site for Groupe EL VA - l'Association officielle pour les femmes 
atteintes de maladies vulvo-vaginales http://www.groupeelva.org/ 
(May 13th, 2004) 
FRENCH ADVERTISEMENT FOR RECRUITING WOMEN WITH YYS 
Éprouvez-vous de la Douleur lors des Relations Sexuelles? 
Si oui, vous n'êtes pas seule. Jusqu'à 15% des femmes en Amérique du Nord éprouvent 
de la douleur lors des relations sexuelles. Aidez à découvrir pourquoi en participant à une 
étude qui a pour but d'examiner comment l'excitation sexuelle influence les sensations 
génitales. Cette étude est appuyée par l'université McGill et le Service de Therapie 
Sexuelle et de Couple de l'hôpital Royal Victoria. La participation à l'étude comporte une 
entrevue, un examen gynécologique standard, des questionnaires, le visionnement 
d'extraits de films neutres et sexuellement explicites ainsi qu'un test sensoriel de la vulve. 
Cette étude comporte trois sessions d'une durée d'une heure chacune pour lesquelles les 
participantes recevront une compensation d'un total de $75 pour leur participation. Pour 
plus d'informations, téléphoner au (514) 398-5323 et demander des renseignements 
concernant l'étude sur "la sensations et l'excitation sexuelle". 
Ce projet de recherche est sous la direction de 
Dr. 1 Binik, département de psychologie 
Université McGill 
Service de Thérapie Sexuelle et de Couple 
Hôpital Royal Victoria 
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Appendix 2 - Consent Forms 
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Title of the project: 
Principal Investigators: 
Purpose of the Study 
Consent Form 
An Investigation of Information Processing in Women 
Suffering from Vulvar Vestibulitis 
Dr. Irv Binik, Dr. Samir Khalifé, Mrs. Kimberley Payne 
The purpose of this study is to better understand the thinking processes associated with 
genital pain in women suffering from Vulvar Vestibultis Syndrome (VVS). VVS is a pain 
disorder affecting the vulvar area, typically manifested by a burning and/or cutting 
sensation during intercourse. 
Procedures 
Participants in this study will undergo the following procedures: 
1) Computer-Based Task 
2) Questionnaires 
3) Gynecological examination 
1) The Computer-Based Task 
The computer-based task will take approximately 20 minutes to complete and will require 
participants to name the colour of words which appear on the computer screen. Breaks 
will be given throughout this task. 
2) Questionnaires 
Participants will be asked to complete a series of questionnaires which will inquire about 
how the participant copes with anxiety and pain. These will take approximately 45 to 60 
minutes to complete. 
1) Gynecological Examination 
The gynecological examination will take lOto 15 minutes to complete during which the 
doctor will visually and manually examine the participant's internaI and external genitalia 
and reproductive organs. As with any gynecological examination, the participant is free to 
stop the procedure at any time and/or control the speed ofthe examination. In addition, a 
female researcher will be present. 
Risks and Beneftts 
The major risk involved is that the gynecological procedure outlined above may be 
uncomfortable or painful. The major benefit will be our increased understanding of 
genital pain mechanisms which will allow for the development ofbetter treatments. 
Compensation 
The participant's expenses (e.g., transportation, parking, loss ofwork, baby sitters) will be 
reimbursed up to a maximum of $50. 
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Participant Rights 
The participant is under no obligation to participate in this study and acceptance or refusaI 
will not affect access to services. Furthennore, the participant is free to withdraw from the 
study at any time or to refuse to answer any questions posed without need of any 
explanation on her part. 
Contacts 
In the event that the participant has any complaints or dissatisfactions with this research, 
they can be communicated to one of the principle investigators. Questions regarding the 
rights as a research subject should be directed to a Representative either at the Jewish 
General Hospital (Roslyn Davidson 340-8222, x5833) or at the Royal Victoria Hospital 
(Pat O'Rourke 842-1231, x5655). 
Confidentiality 
Two different records of the participants' interviews and examinations will be kept. 
Official office/clinic records will include the participants' names and the results of the 
gynecological examination, and will be kept as are aIl office/clinic records. The results of 
the interviews, questionnaires, and computer-based task will not be kept in hospital 
records and will be available only to members of the research team. These records will be 
identified only by a research number and will not have the participant's name on them. 
Participant's Signature 
The study has been explained to me and my questions have been answered to my 
satisfaction. 1 agree to participate in this study. 1 will keep one copy ofthis fonn. 
Signature: ___________________ _=_ 






Consent F onn 
Title of the project: The influence of sexual arousal on vulvar sensitivity; 
Implications for Vulvar Vestibulitis Syndrome. 
Principal Investigators: Dr. Irv Binik, Dr. Samir Khalifé, Mrs. Kimberley Payne 
Purpose of the Study 
The purpose of this study is to establish whether sexual arousal influences the way 
women perceive genital and non-genital sensations. A second goal of this study is to 
compare sensory functioning in healthy women to women who suffer from pain during 
intercourse or 'Vulvar Vestibulitis Syndrome'(VVS). VVS is a pain disorder affecting 
the vulvar area, typically manifested by a burning and/or cutting sensation during 
intercourse. 
Procedures 
Participants in this study will undergo the following procedures in 3 separate testing 
sessions that will take place on different days (each lasting approximately one hour in 
duration): 
1) Interview and questionnaires 
2) A gynecological examination 
3) Presentation of film clips 
4) Labial temperature recording 
5) Sensory testing 
SESSION 1 
1) Interview and Questionnaires 
Participants will be asked sorne general demographic, health, and sexual history 
infonnation during a semi-structured interview. In addition, 6-9 brief questionnaires will 
inquire about mood, pain, health-related attitudes and sexual experiences. Sorne of these 
questionnaires deal with very personal issues and you are free to leave any question(s) 
unanswered. The questionnaires will be given to participants to complete at home and 
return with them to session 2. 
2) Gynecological Examination 
The examination will take lOto 15 minutes to complete during which the doctor will 
visually and manually examine the participant's internaI and external genitalia and 
reproductive organs. As with any gynecological examination, the participant is free to 
stop the procedure at any time and/or control the speed of the examination. In addition, a 
female researcher will be present. 
SESSIONS 2 & 3 
3) Presentation of Film Clips 
Participants will view two 15 minute film clips on DVD goggles, the order of which will 
be randomly assigned to different days. The films consist of a) a sexually explicit film 
clip depicting consenting adults engaged in sexual activity and b) a Canadian Film Board 
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travelo gue with no sexual content. After viewing each film, participants will be asked to 
complete a brief questionnaire regarding their level of sexual arousaI. 
4) Sensory Testing 
Three sensory testing sessions will be conducted; one before and one after presentation of 
the tirst film clip, and once again after presentation of the second film. These will be 
carried out by a trained female researcher using standardized equipment. Each of the 
testing procedures will be demonstrated on the participant' s arm prior to testing. These 
will include; 
i) Touch threshold: This test (about 10 minutes) determines the least amount 
of pressure at which one can feel touch. A series of nylon threads will be 
applied to the participant's vulva, inner labia, and forearm until a sensation 
is detected. 
ii) Pain threshold: This test (about 10 minutes) determines the least amount 
of pressure at which one can feel pain. A series of q-tip like devices will 
be applied to the participant' s vulva until the sensation becomes painful, 
whereas a series of nylon threads will be used to determine pain thresholds 
on the inner labia and forearm. 
5) Labial Temperature Recording 
During presentation of the film clips, participants will be wearing a device lightly clipped 
to the labia minus (in the genital region) designed to measure and record temperature. 
The purpose of this device is to measure physiological sexual response. 
Risks and Benefits 
The major risk involved is that sorne of the above procedures may be uncomfortable or 
painful. The major benefit will be our increased understanding of sensory mechanisms, 
which will allow for the development ofbetter treatments for those who experience pain 
during intercourse. 
Compensation 
Participants will be compensated a total of$75 for their participation ($25 per session) to 
be paid at the end of session 3. 
Participant Rights 
The participant is under no obligation to participate in this study and acceptance or refusaI 
will not affect access to services. Furthermore, the participant is free to withdraw from the 
study at any time or to refuse to answer any questions posed without need of any 
explanation on her part. 
Contacts 
In the event that the participant has any complaints or dissatisfactions with this research, 
they can be communicated to one of the principle investigators. Questions regarding the 
rights as a research subject should be directed to a Representative either at the Jewish 
General Hospital (Roslyn Davidson 340-8222, x5833) or at the Royal Victoria Hospital 
(Pat O'Rourke 842-1231, x5655). 
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Confidentiality 
Only one record of the participants' interviews and examinations will be kept. This 
record will only be identified by a research number, will not have the participant's name 
on it, and will only be available to members of the research team. A list of number codes 
linked to names will be kept separate from the records in a locked filing cabinet 
accessible only to the principal investigators. This consent form will also be kept 
separate from the records. If a gynecological examination is carried out, then a record of 
this with the participant's name will be kept in Dr. Khalifé's office. 
Participant's Signature 
The study has been explained to me and my questions have been answered to my 
satisfaction. 1 agree to participate in this study. 1 will keep one copy of this form. 
Signature: ___________________ ~ 






Formulaire de Consentement 
Titre du projet: L'influence de l'excitation sexuelle sur la sensibilité vulvaire: 
Implications pour le Syndrôme de la Vestibulite Vulvaire 
Chercheurs Principaux: Dr. Irv Binik, Dr. Samir Khalifé, Mme. Kimberley Payne 
Objectifde l'Étude 
L'objectifde cette étude est de déterminer si l'excitation sexuelle a une influence sur la 
façon dont les femmes perçoivent les sensations vulvaires et non-vulvaires. 
Deuxièmement, cette étude a pour but de comparer le fonctionnement sensoriel chez les 
femmes en bonne santé au fonctionnement sensoriel des femmes souffrant de la 
vestibulite vulvaire (SVV), soit une douleur ressentie lors des relations sexuelles. Plus 
spécifiquement, le SVV est un trouble de la douleur qui affecte la région de la vulve et 
qui se manifeste par des sensations de brûlement et/ou de coupure lors de relations 
sexuelles avec pénétration vaginale. 
Procédures 
Les participantes à cette étude subiront les procédures énumérées ci-dessous. Ces 
procédures auront lieu à trois sessions distinctes étalées sur des jours différents (chacune 
durera environ une heure). 
1) Entrevue et questionnaires 
2) Un examen gynécologique 
3) Visionnement d'extraits de films 
4) Enregistrement de la température labiale 
5) Examen sensoriel 
SESSION 1 
1) Entrevue et Questionnaires 
Les participantes devront répondre lors d'une entrevue semi-structurée à des questions 
générales sur leur statut démographique, sur leur santé et sur leur historique sexuelle. De 
plus, elles devront compléter 6 à 9 brefs questionnaires portant sur l'humeur, la douleur, 
les attitudes liées à la santé et les expériences sexuelles. Puisque certains questionnaires 
traitent de thèmes très personnels, les participantes seront libres de ne pas répondre à 
certaines questions. Elles compléteront les questionnaires à la maison et les remettront 
lors de la deuxième session. 
2) Examen Gynécologique 
Lors de l'examen qui durera 10 à 15 minutes le médecin effectuera un examen visuel et 
manuel des organes génitaux internes et externes ainsi que des organes reproducteurs. 
Comme dans tout examen gynécologique, les participantes seront libres d'y mettre fin en 
tout temps et/ou de contrôler la vitesse de l'examen. De plus une chercheuse sera 
présente. 
186 
SESSIONS 2 & 3 
3) Visionnement d'Extraits de Films 
Les participantes visionneront deux extraits de films d'une durée de 15 minutes chacune 
avec des lunettes de projection DVD. L'ordre de présentation des extraits de films sera 
répartie au hasard sur des jours différents. Le premier est un extrait de film sexuellement 
explicite et présente des adultes consentant qui participent à des activités sexuelles. Le 
deuxième provient de l'Office National du Film, il traite du thème du voyage et ne 
contient aucun élément sexuel. Après avoir visionné chaque extrait, les participantes 
devront compléter un bref questionnaire ayant pour but d'évaluer leur niveau d'excitation 
sexuelle. 
4) Enregistrement de la Température Labiale 
Lors du visionnement des extraits de films, les participantes porteront un appareil fixé à 
leurs petites lèvres (labia minus, dans la région génitale) qui servira à mesurer et 
enregistrer la température de la région génitale. Le but de cet appareil est de mesurer la 
réponse sexuelle physiologique. 
5) Examen Sensoriel 
Trois sessions d'examens sensoriels de la vulve, le labia minus, et l'avant bras auront 
lieu: une session avant et une session après le visionnement du premier extrait de film 
ainsi qu'une session après la présentation du deuxième extrait de film. Une assistante de 
recherche expérimentée effectuera les examens à l'aide d'équipement standardisé. Une 
démonstration de chacune des procédures sera effectuée sur le bras des participantes 
avant l'examen. Les procédures comprendront: 
i) Seuil de toucher: Ce test (d'une durée de 5 minutes) a pour but de 
déterminer le montant minimal de pression requise afin de percevoir un 
toucher. Une série de fils de nylon de différentes épaisseurs sera appliquée 
jusqu'à la détection d'une sensation. 
ii) Seuil de douleur: Ce test (d'une durée de 5 minutes) a pour but de 
déterminer le montant minimal de pression requise afin de percevoir une 
douleur. Une série d'appareils ressemblant à des coton-tiges sera 
appliquée sur la vulve de la participante jusqu'à la détection d'une 
sensation. Les fils de nylon seront appliqués également au niveau due labia 
minus et de l'avant bras. 
Risques et Avantages Potentiels 
Le risque majeur associé à la participation à cette étude est que certaines des procédure 
décrites ci-haut pourraient créer de l'inconfort et/ou de la douleur chez les participantes. 
L'avantage principal de cette étude est d'accroître nos connaissances sur les mécanismes 
sensoriels ce qui permettra de développer de meilleurs traitements pour les femmes 
éprouvant de la douleur lors des relations sexuelles. 
Compensation 
Les participantes recevront lors de la troisième session une compensation de $75 ($25 par 
session) pour leur participation à l'étude. 
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Les Droits des Participantes 
Les participantes sont aucunement obligées de participer à cette étude. Le fait d'accepter 
ou de refuser de participer à cette étude ne privera d'aucune façon les participantes des 
services professionnels auxquels elles ont droits. De plus, les participantes sont libres de 
discontinuer leur participation en tout temps et/ou de refuser de répondre à n'importe 
quelles questions sans aucune explication. 
Contacts 
Pour toute plainte ou insatisfaction, les participantes pourront s'adresser aux chercheurs 
principaux. Toutes questions concernant leurs droits en temps que sujet de recherche 
peuvent être dirigées à une représentante de l 'Hôpital Général Juif (Roslyn Davidson 340-
8222, poste 5833) ou de l'Hôpital Royal Victoria (Pat O'Rourke 842-1231, poste 5655). 
Confidentialité 
Les données recueillies à l'aide des entrevues et des questionnaires seront classées dans 
un seul dossier. Ce dossier sera identifié uniquement par un code numérique et ne 
comprendra pas le nom des participantes. De pus, ce dossier sera accessible uniquement 
aux membres de l'équipe de recherche. La liste liant les codes aux noms des participantes 
sera séparée des dossiers et entreposée sous clef dans un classeur qui sera accessible 
seulement aux chercheurs principaux. Le formulaire de consentement sera également 
séparé du dossier. Si un examen gynécologique a lieu, un dossier au nom de la 
participante se trouvera au bureau du gynécologue en question, soit Dr. Khalifé. 
Signature de la Participante 
Les procédures de cette étude m'ont été expliquées clairement et on a répondu à mes 
questions avec satisfaction. Je suis d'accord de participer à cette étude et je garderai une 
copie de ce formulaire de consentement. 
Signature: 
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Appendix 4 - Telephone Screenings 
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Telephone Screening Interview 
Information Processing Study 
(Items indicated with a * are exclusion criteria) 
Date of caU: 
--------
1. Are you calling in response to a specifie study? YES NO 
={) If yes, which one? 
1) fMRI study (no longer ongoing- refer to Stroop study) 
2) Stroop study 
3) Hypnosis study 
4) Acupuncture study 
2. How did you hear about this/these studies? 
1) Newspaper ad (which one? ______________ -') 
2) Word ofmouth 
3)Other~ow? __________________________________ ~) 
Let me tell you about the study; 
This (2-hour for controls/ 1 Y2 hour for YYS) study examines the role of thinking 
processes and emotion in genital pain. Your participation in this study inc1udes a two part 
interview where you will be asked about demographic, relationship, gynecological, and 
medical history; a 15-minute computer "Stroop" task where you will be asked to name the 
colors of words which appear on a computer screen. This task is designed to measure how 
quickly you process different categories of information automatically. Following the 
Stroop, is a 30 minute questionnaire session, and finally a 15-minute gynecological 
examination. As with any gynecological examination, sorne discomfort may be 
experienced, but no other health risks are posed. Participants will be reimbursed $50 for 
their expenses. 
3. Are you interested in participating? YES NO* 
~ Ifyes, proceed to 4. 
4. Do you mind answering sorne questions about your general medical and gynecological 
history to determine ifyou are eligible for the study/studies? 
YES NO* 
5. May 1 have your name? 
-------------------
6. How old are you? (verify CUITent matching criteria) 
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7. What is your mother tongue? ENGLISH OTHER* 
8. What is the highest educationallevel you have attained? _________ _ 
(*verify current matching criteria) 
9. Have you ever participated in a Stroop task before? YES* NO 
10. Do you experience problems with your color vision? YES* NO 
Il. Are you currently suffering from a medical or psychiatric condition? 
YES* NO (go to #5) 
~ Ifyes, what condition(s) have you been diagnosed with? 
12. Are you currently taking any medications? YES* NO 
( not eligible if on antidepressants, anxiolitics, or oral pain killers) 
~ Ifyes, which one(s)? 
13. Have you ever suffered, or are you currently suffering from a chronic pain condition? 
YES* NO 
~ Ifyes, what condition(s) have you been diagnosed with? 
~ When did this episode/these episodes occur? 
~ How long did this episode/these episodes last? 
14. Do you menstruate regularly? YES NO 
~ if no, why not? 
-----------
* (exclude ifmenopausal or has hysterectomy/ ovarectomy/ honnone replacement) 
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15. When was yourlast gyne exam? ________ _ 
~ ifhas never had an exam or has been over a year, ask why? 
(* exclude if avoiding gyne exams do to fear) 
16. Is there any possibility that you might currently be pregnant? YES* NO 
17. Have you ever undergone surgery or minor surgi cal procedures in the genital region? 
YES* NO (go to #7) 
~ Ifyes, for what condition(s)? 
~ How long ago? 
18. Are you currently experiencing pain during intercourse? YES NO 
NEVER HAD SEX* 
~ Ifyes, for how long have you had this pain? _________ (*at 
least 6 months) 
~ If yes, how often does sex hurt? _______ ........ (* only include if most 
of the time) 
~ If no, have you ever had recurrent and persistent pain during intercourse? 
YES* (exclude) NO (Finish questionnaire/ book control) 
19. Where do/did you feel the pain during intercourse? 
a) at the vaginal opening 
b) everywhere on the vulva 
c) inside the vagina 
d) in the pelvic or abdominal region* 
20. What does the pain feellike? __________ ---'-
21. When does/did the pain start? 
a) before the penis touches the vagin a; it is al ways there 
b) when the penis starts to enter the vagina 
c) when the penis has fully entered and is thrusting 
d) only after penetration (how long does it last? _________ ~)* 
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22. Did you receive any diagnosis for this pain? YES NO 
~ If yes, by whom? 
~ What diagnosis/diagnoses did you receive? 
~ How long ago was this? 
23. Did you ever undergo any treatment for the pain? YES NO 
~ Ifyes, which one(s)? 
24. Have you ever suffered from pelvic or genital pain that was not linked to intercourse? 
YES* NO 
~ Ifyes, what? 
25. Are you currently sexually active? _____ ~ 
~ if no, why not? _____ ---!. 
~ ifno, are you currently avoiding intercourse because of the pain? 
YES* NO 
*Tentative Group Placement: YYS CONTROL 
BOOKING SUBJECTS 
When are you generally available to participate in this study? 





* Eligible for the study? YES 
Kim before booking) 
NO 
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NOT SURE __ (ifunsure consult 
We will contact you to confirm your appointment, please notify us 24 hours ahead of time 
if you will be unable to make it. 
Phone #s: Home: 
------------------
Can we leave you a message? YES NO 
Work: 
------------------
Can we leave you a message? YES NO 






Telephone Screening Interview 
Sexual Arousal and Sensation Study 
(Items indicated with a * are exclusion criteria) 
Date of call: 
--------
1. Are you calling in response to a specific study? YES NO 
~ If yes, which one? 
1) Sexual arousal and sensation 
2) Other ________ _ 
2. How did you hear about this/these studies? 
1) Newspaper ad (which one? __________________ ) 
2) Word of mouth 
3)Other~ow? ___________________ ~) 
Let me tell you about the study; 
The purpose of this study is to establish whether sexual arousal influences the way 
women perceive genital and non-genital sensations. A second goal of this study is to 
compare sensory functioning in healthy women to women who suffer from pain during 
intercourse or 'Vulvar Vestibulitis Syndrome' (VVS). VVS is a genital pain condition 
that interferes with intercourse and affects an estimated 15 % of women in North 
America. To date, there is no known cause for VVS which is why research such as ours 
is so important. 
This study will take place during three sessions to be held on different days: 
During Session 1 lasting approximately 30 minutes, participants will undergo; 
a) an interview that will ask about general demographic and health infonnation. 
AND 
b) A standard gynecological examination 
Participants will also be given sorne questionnaires to take home and retum completed to 
the next session. 
Sessions 2 & 3 will take approximately 1 hour each and will be conducted on different 
days. During these sessions, participants will be watching two 15-minute film clips on 
special DVD goggles; a nature video on one day, and a sexually explicit video on the 
other. Before each film, a small temperature measuring device will be placed on the 
genital region to measure sexual response. Before and after the first film, a female 
researcher will apply a series of small nylon hairs and Q-tips to the vaginal opening, inner 
labia, and forearm, to detennine your touch and pain thresholds in these areas. A touch 
threshold is the minimal amount of pressure required for you to notice anything; while a 
pain threshold is the minimal amount of pressure required for the sensation to become 
painful. 
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Do you have any questions about this study? (address questions) 
3. Are you interested in participating? YES NO* 
4. Do you mind answering sorne questions about your general medical, gynecological, 
and sexual history to determine ifyou are eligible for the study/studies? 
YES NO (*exclude) 
5. May 1 have your name? _________________ _ 
6. How old are you? ______ _ (* must be between 18-45) 
7. What is your mother tongue? ENGLISH FRENCH OTHER 
(* must be able to complete questionnaires in English or French) 
8. Are you currently suffering from a medical or psychiatric condition? YES* NO 
~ Ifyes, what condition(s) have you been diagnosed with? 
9. Are you currently taking any medications? 
~ Ifyes, which one(s)? 
10. Do you menstruate regularly? YES NO 
~ if no, why not? ____________ ___=_ 
YES* NO 
* (exclude ifmenopausal or has hysterectomy/ ovarectomy/ hormone replacement) 
~ if yes, when was the first day of you last menstrual 
period? 
---------
Il. When was your last gyne exam? _____ ~ 
~ ifhas never had an exam exclude, and inform her that she has to get an 
exam from her doctor first in order to participate. 
12. Is there any possibility that you might currently be pregnant? YES* NO 
13. Do you have children? YES* NO 
(exclude aIl vaginal- changes to the vulva, and cesarean deliveries- changes to the 
innervation of, and blood flow to the pelvis) 
199 
14. Have you ever undergone surgery or minor surgi cal procedures in the genital region? 
YES* NO 
~ Ifyes, for what condition(s)? 
~ How long ago? __________ _ 
15. Are you currently experiencing pain during intercourse? YES NO 
NEVER HAD SEX* 
~ If yes, for how long have you had this pain? ________ _ 
(*must be at least 6 months to participate) 
~ If yes, how often does sex hurt? _________ _ 
(*only include ifmost of the time) 
~ If no, have you ever had recurrent and persistent pain during intercourse? 
YES* (exclude) NO (go to question #21) 
16. Where do you feel the pain during intercourse? 
a) at the vaginal opening 
b) everywhere on the vulva 
c) inside the vagina 
d) in the pelvic or abdominal region* 
17. What does the pain feellike? __________ ____=_ 
18. When does/did the pain start? 
a) before the penis touches the vagina; it is always there 
b) when the penis starts to enter the vagina 
c) when the penis has fully entered and is thrusting 
d) only after penetration (how long does it last? ______________ )* 
19. Did you receive any diagnosis for this pain? YES NO 
~ If yes, by whom? 
~ What diagnosis/diagnoses did you receive? ____________ __ 
~ How long ago was this? 
---------------------
20. Did you ever undergo any treatment for the pain? YES NO 
~ Ifyes, which one(s)? ____________________ _ 
200 
21. Have you ever suffered from pelvic or genital pain that was not linked to intercourse? 
YES* NO 
~ Ifyes, what? _______________________ _ 
©proceed to question #24 ifVVS) 
22. Do you currently suffer from any sexual problems? YES* NO 
~ Ifyes, what? _______________________ _ 
23. Do you have any difficulty getting aroused either al one or with a partner? 
YES* NO 
24. Do you feel comfortable about the idea ofwatching a sexually explicit video or 
movie? YES NO* 
The erotic video you will be viewing in this study consists of two young adults engaged 
in a variety of sexual activities including mutual oral sex and penetration. The scenes are 
quite explicit and the dialogue is in English. (*if French assess whether English dialogue 
would detract from the experience) 
30. Would you find this type of film arousing? YES NO* 
31. Are you primarily heterosexual, homosexual, or bisexual? 
(*clips are of a heterosexual nature) 
*Tentative Group Placement: VVS CONTROL 
BOOKING SUBJECTS 
When are you generally available to participate in this study? 
(Sessions 2 & 3 within first 10 days of cycle, not during menstruation) 
* Eligible for the study? YES 
Kim before booking) 
NO NOT SURE __ (if unsure consult 
We will contact you to confinn your appointment, please notify us 24 hours ahead of time 
if you will be unable to make it. 
Phone #s: Home: 
---------
Can we leave you a message? YES NO 
Work: 
---------
Can we leave you a message? YES NO 
Cell: 
----------
Can we leave you a message? YES NO 
Pager: ________ _ Email: 
--------------
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Entrevue téléphonique de Dépistage 
Etude sur l'Excitation Sexuelles et la Sensation 
(Items indicated with a * are exclusion criteria) 
Date d'appel: ____ _ Langue utilisée durant l'appel: _____ _ 
1. Appelez-vous en réponse à une etude spécifique? 
~ Si oui, laquelle? 
1) L'éxitation sexuelle et la sensation 
2) Autre 
2. Comment avez-vous entendu parler de cet/ces études? 
OUI NON 
1) Annonces des les journaux (which one? ______ -') 
2) Bouche à oreille 
3) Autres (veuillez spécifier? ___________ ~) 
Laisser moi vous d'écrire l'étude en plus de détails; 
L'objectif de cette étude est de déterminer si l'excitation sexuelle a une influence sur la 
façon dont les femmes perçoivent les sensations vulvaires et non-vulvaires. 
Deuxièmement, cette étude a pour but de comparer le fonctionnement sensoriel chez les 
femmes en bonne santé à celles qui éprouvent de la douleur lors des relations sexuelles, 
soit le 'Syndrôme de la Vestibulite Vulvaire' (SVV). Le SVV est un trouble de douleur 
génitale qui interfère avec la pénétration et qui affecte environs 15% des femmes en 
Amérique du Nord. À ce jour, nous ne connaissons pas la cause du SVV et c'est pour 
cela que les études telles que la nôtre sont si importantes. 
Cette étude se déroulera sur 3 sessions qui auront lieu des jours différents. Chacune des 
session aura une durée d'environ une heure. 
Durant la première SESSION, les participantes devront 
a) répondre à des questions générales d'ordre démographiques et de santé lors d'une 
entrevue 
ET 
b) subir un examen gynécologique standard 
Elles devront aussi compléter des questionnaires à la maison qu'elles rapporterons à la 
deuxième session. 
Durant les SESSIONS 2 & 3 qui auront lieu différents jours, les participantes 
visionnerons deux extraits de films d'une durée de 15 minutes chacun avec des lunetttes 
de projection DVD. Elle verront un film de nature un jour et un film sexuellement 
explicite l'autre journée. Un petit appareil qui mesure la température sera placé sur les 
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organes génitaux avant de visionner les films. Cet appareil mesure la réponse sexuelle. 
Avant et après le premier film, une assistante de recherche appliquera une serie de petits 
fils de nylon et des coton-tiges à l'entrée du vagin, le petites lèvres intérieure (labia dans 
la région génitale), et l'avant-bras afin de déterminer vos seuils de toucher et de douleur 
genitals et non-genitals. Le seuil de toucher est le montant minimal de pression requise 
pour remarquer une sensation. Le seuil de douleur est le montant minimal de pression 
requise pour remarquer une sensation douloureuse. 
3. Est-ce que vous êtes intereser à faire part dans cette étude? 
OUI NON* 
4. Est-ce que ça vous dérangerai de répondre à quelques questions sur votre histoire 
médicale et gynécologique. Ceci dans le but de determiner à quelles études vous 
éligibles? 
OUI NON* 
5. Quel est votre nom? 
--------------------
6. Vous avez quel âge? 
-------------------
(*Entre 18 et 45ans) 
7. Quelle est votre langue préférée? 
-----------------------(must be able to complete questionnaires in either French or English) 
8. Souffrez-vous présentement d'une condition médicale ou psychiatrique? OUI* NON 
~ Si oui, vous avez été diagnostiquée avec quelle(s) conditions? 
9. Prenez-vous des médicaments? OUI* NON 
;.. Si oui, lequelle( s )? ____________________________________ _ 
10. Es-ce que vos menstruations sont régulieres? OUI NON 
,. Si non, pourquoi pas? 
-------------------------------
,. Si oui, quel étais le premier jour de votre dernier 
menstruation? 
----------------
Il. À quand remonte votre dernier examen gynécologique? 
----------(ifhas not had exam before, exclude and explain that she must have a gyne exam 
by their doctor first in order to participate) 
12. Y-a-fil une possibilité que vous soyez actuellement enceinte? OUI* NON 
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13. Avez-vous des enfants? OUI* NON 
(exclude aIl vaginal- changes to the vulva, and cesarean deliveries- changes to the 
innervation of, and blood flow to the pelvis) 
14. Avez-vous jamais subi la chirurgie ou les procédures chirurgicales mineures dans la 
région génitale? 
OUI NON 
~ Si oui, lequelle (s)? __________ _ 
~ Si oui, il y a combien de temps? __________ _ 
15. Ressentez-vous actuellement une douleur lors de vos relations sexuelles? 
OUI NON N'A JAMAIS EU DE RELATIONS SEXUELLES* 
~ Si oui, depuis quand? ____________ (*minimum de 6 
mois) 
~ Si oui, comment souvent sont vos relations sexuelles 
douloureuses? (* must be most of the time) 
~ Si non, avez-vous jamais eu des douleurs récurrentes et persistantes durant 
vos relations sexuelles? 
OUI* NON (allez au #21) 
16. Où avez-vous mal lors des relations sexuelles? 
a) à l'entrée du vagin 
b) partout sur la vulve 
c) à l'intérieur du vagin 
d) dans la région abdominale ou pelvienne* 
17. Pouvez-vous d' écrire la sensation de douleur? 
----------
18. Quand la douleur commence-t-elle habituellement? 
a) avant que le pénis ne touche l'entrée du vagin; la douleur est toujours 
là* 
b) quand le pénis commence à entrer dans le vagin 
c) quand le pénis a complètement pénétré le vagin et qu'il ya du va-et-
vient* 
d) après avoir eu des relations sexuelles 
(durée? )* 
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19. Est-ce que vous avez reçu un diagnostic pour cette douleur? OUI NON 
>- Si oui, de qui? __________________ _ 
>- Quels diagnostics avez-vous reçus? __________ _ 
20. A vez-vous déjà essayé de traiter la douleur? OUI NON 
>- Si oui, avec quel(s) traitement(s)? _________ _ 
21. Avez-vous déjà souffert de douleur pelvienne ou génitale non-reliée aux relations 
sexuelles? OUI NON 
>- Si oui, pourquoi? 
-------------
(aller a question #24 si YYS) 
22. Souffriez-vous présentement de problèmes sexuelles? OUI* NON 
>- Si oui, lesquelles? _____________________ _ 
23. Avez-vous des difficultés à devenire excitée sexuellement seul ou avec un partenaire? 
OUI* NON 
24. Est-ce que vous vous sentez confortable à l'idée d'écouter un vidéo sexuellement 
explicite? 
OUI* NON 
La vidéo érotique que vous allez regarder dans cette étude se compose de deux jeunes 
adultes engagés dans une variété d'activités sexuelles comprenant le sexe oral mutuel et la 
pénétration. Les scènes sont tout à fait explicite et tout dialogue ce passe en Englais. 
(* Assess if English dialogue will interfere with their ability to become aroused) 
30. Trouveriez-vous ce genre de film sexuellement excitantes? OUI 
31. Êtes-vous principalement hétérosexuel, homosexuel, ou bisexual? 
(Les scènes sont à caractère hétérosexuel) 
NON CERTAIN 
NON* 
*Eligible pour étude? OU1__ NON 
(s'incertain consultez Kim avant de réserver) ---
* Tentative de placement dans un groupe: CONTRÔLE VVS 
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SUJETS DE RESERVATIONS 
Quand êtes vous généralement disponible pour participer à cette étude? 
(Sessions 2 & # during first 10 days of cycle but not during menstruation) 
Nous vous contacterons pour confirmer votre rendez-vous, svp laissez nous savoir 24 
heures à l'avance si vous ne pourrez pas venir. 
Phone #s: Domicile _______ ----'Pouvons nous laisser un message? OUI NON 
Travail _________ Pouvons nous laisser un message? OUI NON 
Célulaire: Pouvons nous laisser un message? OUI NON 
--------
Pagette: _________ Couriel: _________ _ 
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Appendix 5 - Structured Interviews 
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Structured Interview 
Information Processing Study 
PART 1 (Pre-Stroop) 
Subject Number 
-------
Group _________ _ 
Interviewer 
---------
Date of Interview 
-------
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Part A: Socio-Demographic Information 
1) Date ofbirth 
2) Place ofbirth 
1) Canada 




mo day year 
2) United States 
5) Africa 
8) Middle East 
Age: ____ _ 
3) Eastern Europe 
6) Asia 
9) Latin/South America 
3) What culture do you see yourself as most associated with? 
1) Canadian 
4) Irish/Scottish/W elsh 
7) Eastern European 
10) Asian 
13) Latin/South American 
2) Québecoise 
5) Native American 
8) Western European 
Il) Australian 
14) Caribbean 
4) What is your mother tongue? 
1) English 
2) French 
3) Other (please specify: _______ ) 
5) In what religion were you brought up? 
1) Catholic 2) Protestant 
3) American 
6) GreekiItalian Cdn 
9) African 
12) Middle Eastern 
3) Jewish 
4) None 5) Other (please specify: ___________ ) 
6) How many years of schooling do you have? (Not counting middle school) 
7) What is the highest level of education you have successful1y completed? 
8) What is the approximate total annual income of your household? 
1) $ 0 - $ 9,999 4) $30,000 - $39,999 7) $60,000 and over 
2) $10,000 - $19,999 5) $40,000 - $49,999 
3) $20,000 - $29,999 6) $50,000 - $59,999 
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Part B: Relationship History 
1) Which of the following best describes your current situation? 
1) no regular partner at the moment 
2) dating one partner regularly 
3) living with a partner 
4) married 
2) How long have you been in this situation? 
_____ --'years months 
3) Have you ever had full penile-vaginal intercourse? 1) YES 2) NO 
» if YES, continue; if NO, discontinue questionnaire 
4) How old were you when you had intercourse for the tirst time? ____ years old 
5) Do you remember it as being painful? 1) YES 2) NO 
» if NO, go to number 7 
6) On a scale of ° to 10, please rate the intensity of the pain you experienced during your 
tirst intercourse. 
7) Do you remember it as being unpleasant? 1) YES 2) NO (NI A for #8) 
» if NO, go to number 9 
8) On a scale of ° to 10, please rate the degree ofunpleasantness you experienced during 
your tirst intercourse. NIA 
9) What is the total number of partners you have had intercourse with (inc1uding one-
night stands)? ____ _ 
10) Have you ever experienced childbirth? 1) YES 2) NO 
>- if YES, please specify number of children ________ _ 
>- if YES, are you currently breast-feeding? 1) YES 2) NO 
II) 1s there any possibility that you might currently be pregnant? 1) YES 2) NO 
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Part C: Gynecological and Medical History 
1) Do you menstruate regularly (approximately once a month)? 1) YES 2) NO 
~ if NO, why not? _________________ _ 
2) What was the start date of your last menstrual period? ----~/----~/-----
mo day year 
[coding: 1) Follicular (few days after menstruation) 
2) Ovulatory (about 2 weeks after start oflast menstruation) 
3) Luteal (after ovulation, few days before menstrual onset) 
4) Menstrual] 
3) On a scale of ° to 10, please rate the intensity of the pain you experience during your 
menstrual periods. N/ A 
4) On a scale of ° to 10, please rate the intensity of the pain you experience during your 
menstrual periods. __ N/ A 
5) Ifhas CUITent partner: Do you and/or your partner use any method(s) of contraception? 
1) YES 2) NO 
~ If NO CUITent partner: Did you and/or your past partners use any method(s) of 
contraception? 
1) YES 2) NO 
~ ifYES to either question, which one(s)? 
------------------------------~ ifusing the pill, which brand? 
~ ifusing the pill, for how long? ______________________ __ 
6) How many yeast infections have you had? ______________ _ 
~ if 0, go to number 9. 
7) Have you suffered from repeated yeast infections? 1) YES 2) NO 3) DK 
~ if yes, since what age? 
-------------
8) How were the yeast infections diagnosed? 
1) clinical plus positive culture: Number oftimes ______ _ 
2) clinical only: Number oftimes ______ _ 
3) self-diagnosed: Number oftimes ______ _ 
211 
9) What gynecological problems have you had? 
1) Chlamydia __ 2) Gardnerella vaginalis __ 3) Genital herpes __ 
4) Genital warts __ 5) Gonorrhea __ 6) H.I.V. __ 
7) Syphilis __ 8) Trichomoniasis __ 9) Bladder/urinary infections 
10) Interstitial cystitis __ 11) P.I.D. __ 12) Endometriosis __ 
13) Other (please specify: ________ --') 14) None 
10) What kind of gynecological interventions have you had? 
1) Hysterectomy __ 
4) Tuballigation __ 
2) Laparoscopy __ 
5)C&T 
3) Ovariectomy __ 
6) Abortion 
7) Other (please specify: _______ ----» 8) None 
Il) Are you currently taking any medications? 1) YES 2) NO 
~ ifyes, what medication(s) & dosage? ____________ _ 
~ for what condition? 
~ furhowlong? __________________ _ 
12) Have you ever been diagnosed with a major medical and/or psychiatrie condition? 
l)YES 2)NO 
ifyes, please specify condition: 
onset: 
duration: 
if yes, please specify treatment: 
onset: 
duration: 
14) Do you suffer from color blindness? 1) YES 2) NO 
15) Do you where contacts or glasses? 1) YES 2) NO 




Information Processing Study 
PART 2 (Post-Stroop) 
Subject Number ______ _ 
Group _________ _ 
Interviewer 
---------
Date of Interview 
-------
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Part A: PAIN ASSESSMENT 
1) How much bodily pain have you had during the past 4 weeks? 
1) None __ 
2) Verymild __ 
3) Mild_ 
4) Moderate __ 
5) Severe 
6) Very severe __ 
2) During the past 4 weeks, how much did bodily pain interfere with yOUf work, inc1uding 
both work outside the home and housework? 
1) Not at aIl 
2) A little bit 
3) Moderately 
4) Quite a bit __ 
5) Extremely __ 
3) Have you ever experienced or been diagnosed with any ofthe foIlowing problems, 
which can cause pain or discomfort? 
~ for each "yes" response, ask: a) How serious of a problem is this for you? 
(0= not at aIl serious, 5= moderately serious, 10 = extremely serious) 
~ and How much does this pain/discomfort interfere with your usual activities? 
(0= not at aIl -5= moderately, 10 = totaIly) 



























Other chronic pain 
conditions 
(specify ) 
4) Do you regularly (i.e., once a month or more) suffer from painldiscomfort in any of the 
following body sites? 
~ for each "yes" response, ask: a) How serious of a problem is this for you? 
(0= not at aIl serious, 5= moderately serious, 10 = extremely serious) 
~ and How much does this pain/discomfort interfere with your usual activities? 
(0= not at aIl -5= moderately, 10= totaIly) 
Body Area (specify ail) Seriousness (0 - 10) Interference (0 - 10) 
Head 
Face (jaw, eyes, ears, etc) 



























5) Of the pain(s)you experience regularly (at least once a month), which is the worst 
pain? 
6) On a scale of 0 to 10, please rate the intensity of this/the worst pain. 
7) On a scale of 0 to 10, please rate the degree ofunpleasantness you experience during 
this/the worst pain. 
)p- for controls, you will be asked to complete two questionnaires in reference to 
this pain which will be called your "specifie pain" 
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8) Do you presently experience, or have you ever experienced, recurrent and persistent 
pain during intercourse? 
~ if NO, proceed to PART B 
~ ifYES, ask whether she has experienced intercourse pain in the past 6 months 
c:> ifYES, proceed to PART C and PART D 
c:> if NO, proceed to PART C and PART E 
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PART B: No pain during intercourse 
1) Over the past 6 months, approximate1y how many times have you had intercourse? 
~ if 0, proceed to number 3 
2) Typically, what percentage of intercourse occasions have been painful? ____ _ 
~ FINISH 
3) How long has it been since you last had intercourse? ____ years. ____ months 
4) What is the reason that you have not had intercourse in the past 6 months? 
1) 1 have no partner at the moment 
2) It hurts too much 
3) 1 have no desire 
4) 1 fear pain 
5) 1 am too anxious 
6) 1 don't want penetration 
7) my partner has erection problems 
8) my partner has no desire 
9) my partner is concerned about hurting me 
10) Other (please specify: ) 
5) In the past, approximately how many times per month were you having intercourse? 
6) Typically, what percentage of intercourse occasions were painful? ____ _ 
~ FINISH 
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PART C: Pain with Intercourse History 
1) When did you first start experiencing pain with intercourse? __ ---'month __ --"'year 
2) How did it start? 
1) with first experience 
2) after repeated yeast infections 
3) after childbirth 
4) for no apparent reason 
5) change of partner 
6) after repeated bladder infections 
7) with onset of menopause 
8) after gynecological surgery (please specify: ----.,. _________ ----') 
9) life stress (e.g., marital conflict, financial problems; specify: ) 
10) after an abortion 
11) Other (please specify: _________________ ----') 
3) Has there ever been a period of one month or 6 intercourse occasions in a row during 
which you experienced pain-free intercourse? 
l)yES-why? ______________ _ 
2)NO 3)DK 
4) How many health professionals and what kind have you consulted for the intercourse 
pain? 
5) What diagnoses and treatments were you given by the health professionals to whom 
you reported the pain? None given __ 
Please list the name of every diagnosis, medicationltreatment you remember 
receiving and the number of times you took/underwent the prescribed treatment. 
Diagnosis Treatment 
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Number of times 
taken 
1) <10 2) >10 3) 
DK 
1)<10 2»10 3) 
DK 
6) Have you ever attempted to treat or alleviate the pain yourself? NO YES 
>- Ifyes, how? 
1) Changing aspects of sex life (e.g., position, speed, enhancing arousal) 
2) Creams (e.g., K-Y, Crisco, moisturizers, corticosteroids, hormonal, anesthetics) 
3) Alternative medicine (e.g., vitamins, diets, homeopathic remedies, 
physiotherapy) 
4) Psychological treatments (e.g., psychotherapy, hypnosis, Kegels, biofeedback) 
5) Surgery (e.g., vestibulectomy, laser, D&C) 
6) Other medical treatments (e.g., hormones, interferon, antibiotics) 
7) Small changes (e.g., cotton underwear, mild soaps, changing mattresses) 
8) Other (please specify: ) 
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PART D: (AlI women presently having intercourse) 
1) Over the past 6 months, approximately how many times have you attempted 
intercourse per month? _____ _ 
2) Typically, what percentage of intercourse occasions have been painful? __ 
3) When do es the pain typically start? 
1) before the penis touches the vaginal opening; it is always there 
2) when the penis starts to enter the vagina 
3) when the penis has fully entered and is thrusting 
4) after intercourse (how long do es it last? ____________ --') 
5) Other (please specify: __________________ --.J) 
4) How long does the pain typically last? 
1) during penile entry only 
2) during penile thrusting only 
3) only for a period after penile exit 
4) during penile entry and after penile exit 
5) during penile entry and during penile thrusting 
6) during penile thrusting and for sorne time after penile exit 
7) during penile entry, during penile thrusting, and after penile exit 
8) it is never the same: there is no typical pattern 
If it lasts after penile exit, please state for how long after the pain is felt. 
Time: minutes hours 
--- ---
____ days 
5) Show MPQ diagrams. Where do you typically fee1 the pain during intercourse? Is 
there a specifie spot you can show me? If yes, where? 
1) at the vaginal opening 
2) everywhere on the vulva 
3) inside the vagina 
4) in the pelvie or abdominal region 






6) If chose only one location, proceed to number 7. 
If more than one pain, can you differentiate among these different pains? 
1) YES 2) NO 3)DK 
> ifYES, or DI(, continue to number 7 
> if NO, proceed to number 15 
7) On a scale of ° to 10, please rate the average intensity of the pain at the vaginal 
opening (past 6 months). NIA 
8) On a scale ofO to 10, please rate the average degree ofunpleasantness you experience 
because ofthis pain. __ NIA 
9) On a scale of ° to 10, please rate the average intensity of the pain everywhere on the 
vulva (past 6 months).__ NIA 
10) On a scale ofO to 10, please rate the average degree ofunpleasantness you experience 
because of this pain. __ NIA 
Il) On a scale of ° to 10, please rate the average intensity of the pain inside the vagina 
(past 6 months). NIA 
12) On a scale ofO to 10, please rate the average degree ofunpleasantness you experience 
because ofthis pain. __ NIA 
13) On a scale of ° to 10, please rate the average intensity of the pain in the pelvic or 
abdominal region (past 6 months). NIA 
14) On a scale of ° to 10, please rate the average degree of unpleasantness you experience 
because of this pain. __ NIA 
15) On a scale of ° to 10, please rate the average intensity of pain you experience during 
intercourse. 
16) On a scale ofO to 10, please rate average degree ofunpleasantness you experience 
during intercourse. __ 
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17) At which time of your menstrual cycle is the pain with intercourse worst? 
1) AlI the time; no change 
2) During menstruation 
3) A few days before menstruation 
4) A few days after menstruation 
5) During ovulation (2 weeks before menstrual onset) 
6) There is no typical pattern; it varies from month to month 
7) other (please specify: ) 
FINISH 
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PART E: (Women not currently having intercourse) 
1) How long has it been since you last had intercourse? __ -.emonths __ -,years 
2) What is the reason that you have not had intercourse in the past 6 months? 
1) 1 have no partner at the moment 
2) It hurts too much 
3) 1 have no desire 
4) 1 fear pain 
5) 1 am too anxious 
6) 1 don't want penetration 
7) my partner has erection problems 
8) my partner has no desire 
9) my partner is concerned about hurting me 
10) Other (please specify: _____________ ~) 
3) ln the past, approximately how many times per month were you attempting intercourse 
per month? ___ _ 
4) Typically, what percentage of intercourse occasions were painful? __ 
5) When did the pain typically start? 
1) before the penis touches the vaginal opening; it is always there 
2) when the penis starts to enter the vagina 
3) when the penis has fully entered and is thrusting 
4) after intercourse (how long do es it last? ____________ ----') 
5) Other (please specify: ) 
6) How long did the pain typically last? 
1) during penile entry only 
2) during penile thrusting only 
3) only for a period after penile exit 
4) during penile entry and after penile exit 
5) during penile entry and during penile thrusting 
6) during penile thrusting and for sorne time after penile exit 
7) during penile entry, during penile thrusting, and after penile exit 
8) it is never the same: there is no typical pattern 
If it lasted after penile exit, please state for how long after the pain was felt. 




7) Show MPQ dia gram. Where did you typically feel the pain during intercourse? Is 
there a specifie spot you can show me? If yes, where? 
1) at the vaginal opening 
2) everywhere on the vulva 
3) inside the vagina 





-+ administer the MPQ 
8) If chose only one location, proceed to # 10. 
If more than one location, can you differentiate the different pains? 
1) YES 2) NO 3) DK 
~ if YES, or DK, continue to number 9 
~ if NO, proceed to number 17 
9) On a scale of 0 to 10, please rate the average intensity of the pain at the vaginal 
opening. 
NIA 
10) On a scale of 0 to 10, please rate the average degree ofunpleasantness you 
experienced because of this pain. NIA 
Il) On a scale of 0 to 10, please rate the average intensity of the pain everywhere on the 
vulva. 
NIA 
12) On a scale of 0 to 10, please rate the average degree ofunpleasantness you 
experienced because of this pain. NIA 
13) On a scale of 0 to 10, please rate the average intensity of the pain inside the vagina. 
NIA 
14) On a scale of 0 to 10, please rate the average degree ofunpleasantness you 
experienced because of this pain. NIA 
15) On a scale of 0 to 10, please rate the average intensity of the pain in the pelvic or 
abdominal region. NIA 
16) On a scale of 0 to 10, please rate the average degree of unpleasantness you 
experienced because of this pain. NIA 
17) On a scale of 0 to 10, please rate the average intensity of pain you experienced 
during intercourse. __ 
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18) On a scale of ° to 10, please rate the average degree of unpleasantness you 
experienced during intercourse. 
19) At which time of your menstrual cycle is the pain with intercourse worst? 
1) AlI the time; no change 
2) During menstruation 
3) A few days before menstruation 
4) A few days after menstruation 
5) During ovulation (2 weeks before menstrual onset) 
6) There is no typical pattern; it varies from month to month 








Group ___________ _ 
Interviewer 
---------------------
Date of Interview 
---------
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PART A: Socio-Demographic Information 
1) Date ofbirth ----~/----~/-----­
mo 
2) Place ofbirth 
1) Canada 




2) United States 
5) Africa 
8) Middle East 
Age: ___ _ 
3) Eastern Europe 
6) Asia 
9) Latin/South America 
3) What culture do you see yourself as most associated with? 
1) Canadian 
4) IrishiScottish/W elsh 
7) Eastern European 
10) Asian 
13) Latin/South American 




5) Native American 
8) Western European 
Il) Australian 
14) Caribbean 
3) Other (please specify: __________ -----') 
5) In what religion were you brought up? 
3) American 
6) Greeklltalian Cdn 
9) African 
12) Middle Eastern 
1) Catholic 2) Protestant 3) Jewish 
4) None 5) Other (please specify: __________ -----') 
6) How many years of schooling do you have? ________________ _ 
7) What is the approximate total annual income of your household? 
1) $ 0 - $ 9,999 4) $30,000 - $39,999 7) $60,000 and over 
2) $10,000 - $19,999 5) $40,000 - $49,999 
3) $20,000 - $29,999 6) $50,000 - $59,999 
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PART B: Relationship History 
1) Which of the following best describes your CUITent situation? 
1) no regular partner at the moment 
2) dating one partner regu1ar1y 
3) living with a partner 
4) married 
2) How long have you been in this situation? 
_____ --'years months 
3) Have you ever had full penile-vaginal intercourse? 1) YES 2) NO 
~ if yes, continue; if no, discontinue questionnaire 
4) How old were you when you had intercourse for the first time? ____ years old 
5) Do you remember it as being painfu1? 1) YES 2) NO (NI A for #6) 
~ if no, go to number 7 
6) On a scale of ° to 10, please rate the intensity of the pain you experienced during your 
first intercourse. NIA 
7) Do you remember it as being unpleasant? 1) YES 2) NO (NIA for #8) 
8) On a scale ofO to 10, please rate the degree ofunpleasantness you experienced during 
your first intercourse. NIA 
9) What is the total number of partners you have had intercourse with (including one-
night stands)? ___ " 
10) What percentage of the time do you experience orgasm with intercourse? % 
Il) Have you ever experienced childbirth? 1) YES 2) NO 
1fYES, please specify number of children 
----------
1fYES, are you currently breast-feeding? 1) YES 2) NO 
12) Is there any possibility that you might currently be pregnant? 1) YES 2) NO 
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PART C: Gynecological and Medical History 
1) What is your approximate height ______ and weight ______ ? 
2) Do you menstruate regularly (approximately once a month)? 1) YES 2) NO 
Ifno,whynot? _________________ ___ 
3) What was the start date ofyour last menstrual period? 
__ ~/--_~/--_-
mo day year 
[coding: 1) Follicular (few days after menstruation) 
2) Ovulatory (about 2 weeks after start oflast menstruation) 
3) Luteal (after ovulation, few days before menstrual onset) 
4) Menstrual] 
4) Ifhas current partner: Do you and/or your partner use any method(s) of 
contraception? 
I)YES 2)NO 
~ Ifno current partner: Did you and/or your past partners use any method(s) of 
contraception? 
1) YES 2) NO 
~ Ifyes to either question, which one(s)? __________ _ 
Ifusing the pill, which brand? ___________ _ 
How long have you been using the pi11? ________ _ 
5) How many yeast infections have you had? _______ _ 
~ If 0, go to number 8, and NI A for numbers 7 and 8. 
6) Have you suffered from repeated yeast infections? 1) YES 2) NO 3) DK 4) NIA 
~ If yes, since what age? ______ _ 
7) How were the yeast infections diagnosed? NIA 
1) clinical plus positive culture: Number of times 
------
2) clinical only: Number of times _____ _ 
3) self-diagnosed: Number oftimes ______ _ 
8) What gynecological problems have you had? 
1) Chlamydia __ 2) Gardnerella vaginalis __ 3) Genital herpes __ 
4) Genital warts __ 5) Gonorrhea __ 6) H.I.V. __ 
7) Syphilis __ 8) Trichomoniasis __ 9) urinary infections __ 
10) Interstitial cystitis __ Il) P.I.D. __ 12) Endometriosis __ 
13) Other (please specify: _________________ ~) 14) None 
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9) What kind of gynecologïcal interventions have you had? 
1) Hysterectomy __ 
4) Tuballigation __ 
2) Laparoscopy __ 
5)C&T_ 
7) Other (please specify: __________ ~) 
3) Ovariectomy __ 
6) Abortion 
8) None 
10) Have you ever been diagnosed with any chronic pain condition? 1) YES 2) NO 
If yes, what condition(s)? _______________ _ 
Il) Are you currently taking any medications? 1) YES 2) NO 
Ifyes,why? ___________________ _ 
Forhowlong? ___________________ _ 
12) Are you currently taking any analgesics? 1) YES 2) NO 
Ifyes,why? _____________________ _ 
Forhowlong? ___________________ _ 
13) Do you regularly (i.e. once a month or more) suffer from pain in any of the following 
body sites? 
* for each YES ask: a) Dow serious of a problem is tbis for you? 
(0= not at aIl serious, 5= moderately serious, 10= extremely serious) 
and, b) Dow mucb does tbis pain interfere witb your usual activities? 
(0= not at aIl, 5= moderately, 10= totaIly) 
Body Area (specify ail) Seriousness (0 - 10) Interference (0 - 10) 
Head 
Face (jaw, eyes, ears, etc) 



























14) Of the pain(s)you experience regularly (at least once a month), which is the worst 
pain? 
15) On a scale of ° to 10, please rate the intensity of this/the worst pain. 
16) On a scale of ° to 10, please rate the degree of unpleasantness you experience during 
this/the worst pain. 
> In the questionnaires you take home, you will be asked to complete sorne with 
reference to this pain which will be called your specifie pain. 
> Place reminder card in questionnaire pack . 
... ~e Do you presently experience, or have you ever experienced, recurrent and persistent 
pain during intercourse? 
> if 110, proceed to PART D 
> if yes, ask whether she has experienced intercourse pain in the past 6 months 
o ifyes, proceed to PART E and PART F 
o if no, proceed to PART E and PART G 
PART D: No pain during intercourse 
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1) Over the past 6 months, approximately how many times have you had intercourse? 
~ ifO, proceed to number 3 
2) Typically, what percentage of intercourse occasions has been painful? ____ _ 
NIA 
~ proceed to number 7 
FINISH 
3) How long has it been since you last had intercourse? ____ years ____ months 
4) What is the reason that you have not had intercourse in the past 6 months? 
1) 1 have no partner at the moment 
2) It hurts too much 
3) 1 have no desire 
4) 1 fear pain 
5) 1 am too anxious 
6) 1 don't want penetration 
7) my partner has erection problems 
8) my partner has no desire 
9) my partner is concerned about hurting me 
10) Other (please specify: __________________ ---» 
5) ln the past, approximately how many times per month were you having intercourse? 




PART E: Pain with Intercourse History 
1) When did you tirst start experiencing pain with intercourse? __ month year 
2) How did it start? 
1) with first experience 
2) after repeated yeast infections 
3) after childbirth 
4) for no apparent reason 
5) change of partner 
6) after repeated bladder infections 
7) with onset of menopause 
8) after gynecological surgery (please specify: ___________ ---') 
9) life stress (e.g., marital conflict, tinancial problems; specify: ) 
10) after an abortion 
Il) Other (please specify: __________________ ---» 
3) Has there ever been a period of one month or 6 intercourse occasions in a row during 
which you experienced pain-free intercourse? 
I)YES-why? ______________ _ 
2)NO 3)DK 
4) How many health professionals have you consulted for the intercourse pain? __ _ 
5) What diagnoses and treatments were you given by the health professionals to whom 
you reported the pain? None given __ 
Please list the name of every diagnosis; medicationltreatment you remember 
receiving and the number of times you took/underwent the prescribed treatment. 
Diagnosis Treatment 
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Number of times 
taken 
1)<10 2»10 3) 
DK 
1)<10 2»10 3) 
DK 
6) Have you ever attempted to treat or alleviate the pain? NO YES Ifyes, how? 
1) Changing aspects of sex life (e.g., position, speed, enhancing arousal) 
2) Creams (e.g., K-Y, Crisco, moisturizers, corticosteroids, hormonal, anesthetics) 
3) Alternative medicine (e.g., vitamins, diets, homeopathic remedies, 
physiotherapy) 
4) Psychological treatments (e.g., psychotherapy, hypnosis, Kegels, biofeedback) 
5) Surgery (e.g., vestibulectomy, laser, D&C) 
6) Other medical treatments (e.g., hormones, interferon, antibiotics) 
7) Small changes (e.g., cotton underwear, mild soaps, changing mattresses) 
8) Other (please specify: ) 
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PART F: (AlI women presently having intercourse) 
1) Over the past 6 months, approximately how many times have you attempted 
intercourse per month? _____ _ 
2) Typically, what percentage of intercourse occasions has been painful? __ 
3) When does the pain typically start? 
1) before the penis touches the vaginal opening; it is al ways there 
2) when the penis starts to enter the vagina 
3) when the penis has fully entered and is thrusting 
4) after intercourse (how long does it last? ____________ -----') 
5) Other (please specify: ) 
4) How long does the pain typically last? 
1) during penile entry only 
2) during penile thrusting only 
3) only for a period after penile exit 
4) during penile entry and after penile exit 
5) during penile entry and during penile thrusting 
6) during penile thrusting and for sorne time after penile exit 
7) during penile entry, during penile thrusting, and after penile exit 
8) it is never the same: there is no typical pattern 
If it lasts after penile exit, please state for how long after the pain is felt. 
Time: minutes hours 
--- ---
____ days 
5) Show MPQ diagrams. Where do you typically feel the pain during intercourse? Is 
there a specific spot you can show me? Ifyes, where? 
1) at the vaginal opening 
2) everywhere on the vulva 
3) inside the vagina 
4) in the pelvic or abdominal region 





6) If chose only one location, proceed to number 7. 
Ifmore than one pain, can you differentiate among these different pains? 
1) YES 2) NO 3) DK 
~ Ifyes, or don 't know, continue to #7 
~ If no, proceed to number 15 
236 
7) On a scale of 0 to 10, please rate the average intensity of the pain at the vaginal 
opening (past 6 months). NIA 
8) On a scale of 0 to 10, please rate the average degree of unpleasantness you experience 
because ofthis pain. __ NIA 
9) On a scale of 0 to 10, please rate the average intensity of the pain everywhere on the 
vulva (past 6 months).__ NIA 
10) On a scale of 0 to 10, please rate the average degree of unpleasantness you experience 
because ofthis pain. __ NIA 
Il) On a scale of 0 to 10, please rate the average intensity of the pain inside the vagin a 
(past 6 months). NIA 
12) On a scale of 0 to 10, please rate the average degree ofunpleasantness you experience 
because of this pain. __ NIA 
13) On a scale of 0 to 10, please rate the average intensity of the pain in the pelvic or 
abdominal region (past 6 months). NIA 
14) On a scale of 0 to 10, please rate the average degree ofunpleasantness you experience 
because of this pain. __ NIA 
15) On a scale of 0 to 10, please rate the average intensity of pain you experience during 
intercourse. 
16) On a scale of 0 to 10, please rate average degree ofunpleasantness you experience 
during intercourse. 
17) At which time ofyour menstrual cycle is the pain with intercourse worst? 
1) AlI the time; no change 
2) During menstruation 
3) A few days before menstruation 
4) A few days after menstruation 
5) During ovulation (2 weeks before menstrual onset) 
6) There is no typical pattern; it varies from month to month 
7) other (please specify: ________________ ~) 
FINISH 
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PART G: (WomeD Dot curreDtly haviDg intercourse) 
1) How long has it been since you last had intercourse? ___ ~months ___ ~years 
2) What is the reason that you have not had intercourse in the past 6 months? 
1) 1 have no partner at the moment 
2) It hurts too much 
3) 1 have no desire 
4) 1 fear pain 
5) 1 am too anxious 
6) 1 don't want penetration 
7) my partner has erection problems 
8) my partner has no desire 
9) my partner is concerned about hurting me 
10) Other (please specify: _________________ ----» 
3) In the past, approximately how many times per month were you attempting intercourse 
per month? ___ _ 
4) Typically, what percentage of intercourse occasions was painful? ___ _ 
5) When did the pain typically start? 
1) before the penis touches the vaginal opening; it is always there 
2) when the penis starts to enter the vagina 
3) when the penis has fully entered and is thrusting 
4) after intercourse (how long does it last? ____________ ~) 
5) Other (please specify: ) 
6) How long did the pain typically last? 
1) during penile entry only 
2) during penile thrusting only 
3) only for a period after penile exit 
4) during penile entry and after peniIe exit 
5) during penile entry and during peniIe thrusting 
6) during penile thrusting and for sorne time after penile exit 
7) during penile entry, during penile thrusting, and after penile exit 
8) it is never the same: there is no typical pattern 
If it lasted after penile exit, please state for how long after the pain was felt. 





7) Show MPQ diagram. Where did you typically feel the pain during intercourse? Is 
there a specifie spot you can show me? If yes, where? 
1) at the vaginal opening 
2) everywhere on the vulva 
3) inside the vagina 
4) in the pelvic or abdominal region 





8) If chose only one location, proceed to #10. 
If more than one location, can you differentiate the different pains indicated in #7? 
1) YES 2) NO 3) DK 
~ If yes, or don 't know, continue to #9 
~ If no, proceed to number 17 
9) On a scale of 0 to 10, please rate the average intensity of the pain at the vaginal 
opening. 
NIA 
10) On a scale of 0 to 10, please rate the average degree of unpleasantness you 
experienced because of this pain. NIA 
Il) On a scale of 0 to 10, please rate the average intensity of the pain everywhere on the 
vulva. 
NIA 
12) On a scale of 0 to 10, please rate the average degree of unpleasantness you 
experienced because ofthis pain. NIA 
13) On a scale of 0 to 10, please rate the average intensity of the pain inside the vagina. 
NIA 
14) On a scale of 0 to 10, please rate the average degree of unpleasantness you 
experienced because of this pain. NIA 
15) On a scale of 0 to 10, please rate the average intensity of the pain in the pe/vic or 
abdominal region. NI A 
16) On a scale of 0 to 10, please rate the average degree of unpleasantness you 
experienced because of this pain. NIA 
17) On a scale of 0 to 10, please rate the average intensity of pain you experienced during 
intercourse. 
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18) On a scale of 0 to 10, please rate the average degree ofunpleasantness you 
experienced during intercourse. 
19) At which time of your menstrual cycle is the pain with intercourse worst? 
1) AIl the time; no change 
2) During menstruation 
3) A few days before menstruation 
4) A few days after menstruation 
5) During ovulation (2 weeks before menstrual onset) 
6) There is no typical pattern; it varies from month to month 




L'Excitation Sexuelle et la Sensation Vulvaire 
Entrevue Initiale 
Numéro du sujet ________ _ 
Groupe ____________ _ 
Intervieweur 
-----------
Date de l'entrevue 
---------
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SECTION A: Information Socio-Démographique 
1) Date de naissance 
-----'/_----'/_-- Âge: 
----
mOlS Jour année 
2) Lieu de naissance 
1) Canada 




3) Europe de l'Est 
6) Asie 
8) Moyen-Orient 9) Amérique Latine/ du Sud 
10) Caraibes 
3) Quelle est la culture à laquelle vous vous sentez le plus étroitement liée? 
1) Canadienne 
4) Irlandaise/Écossaise/Galloise 
7) Européenne de l'Est 
10) Asiatique 
13) Latino/Sud-Américaine 





8) Europ. de l'Ouest 
Il) Australienne 
14) Caraibes 
3) Autre (veuillez spécifier _______ -----') 





1) Catholique 2) Protestante 3) Juive 
4) Aucune 5) Autre (veuileez spécifier ) 
6) Combien d'années de scolarité avez-vous? 
------------
7) Quel est le revenu annuel approximatif de votre ménage? 
1) $ 0-$9,999 4) $30,000 - $39,999 7) $60,000 et plus 
2) $10,000 - $19,999 5) $40,000 - $49,999 
3) $20,000 - $29,999 6) $50,000 - $59,999 
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SECTION B: Histoire Relationnelle 
1) Lequel des points suivants décrit le mieux votre statut civil actuel? 
1) célibataire non engagée dans une relation 
2) célibataire avec un partenaire régulier 
3) en union de fait 
4) mariée 
2) Depuis combien de temps êtes-vous dans la situation encerclée ci-dessus? 
années mOlS 
---------------- --------------------_. 
3) Avez-vous déjà eu des relations sexuelles avec pénétration? 
~ Si oui, continuez, si non, arrêtez 
1) OUI 2) NON 
4) À quel âge avez-vous eu votre première relation sexuelle? ______ _ 
5) Était-elle douleureuse? 1) OUI 2) NON (N/P pour #6) 
~ Si non, allez au numéro 7 
6) S.V.P. évaluez sur une échelle de 0 à 10 l'intensité de la douleur ressentie pendant vos 
premières relations sexuelles. __ N/P 
7) Était-elle désagréable? 1) OUI 2) NON (N/P pour #8) 
~ Si non, allez au numéro 9 
8) S.V.P. évaluez sur une échelle de 0 à 10 le degré d'inconfort ressenti pendant vos 
premières relations sexuelles. __ NIP 
9) Quel est le nombre total de partenaires avec qui vous avez eu des relations sexuelles 
(incluant les aventures d'un soir)? __________ _ 
10) Durant quel pourcentage de vos relations sexuelle avez-vous des orgasms? % 
Il ) Avez-vous déjà accouché? 1) OUI 2) NON 
Si OUI, spécifiez le nombre d'enfants ______________________ _ 
Si OUI, allaitez-vous actuellement? 1) OUI 2) NON 
12) Y -a-t'il une possibilité que vous soyez actuellement enceinte? 1) OUI 2) NON 
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SECTION C: Histoire Gynécologique et Médicale 
1) Quel est votre grandeur (pied) _____ et poids (livre) ______ ? 
2) Est-ce que vos menstruations sont régulières (- une fois par mois)? 1) OUI 2) NON 
Si non, pourquoi pas? ____________________________________ __ 
3) Quelle était la date au début de votre dernière menstruation? 1 1 __ _ 
mOlS Jr année 
[coding: 1) Folliculaire (quelques jours après les menstruations) 
2) Ovulatoire (environ 2 semaines après le début de la dernière menstruation 
3) Luteal (après l'ovulation, quelques jours avant le cycle menstuel) 
4) Menstruel] 
4) Si elle a un partenaire présentement: Vous ou votre partenaire utilisez-vous des 
méthodes contraceptives? 
1) OUI 2)NON 
Si elle n'a pas de partenaire présentement: Est-ce que vous ou vos partenaires dans le 
passé utilisiez des méthodes contraceptives? 
1) OUI 2) NON 
Si oui, à l'une ou l'autre des questions, lesquelles? ____________________ _ 
Si c'est la pilule, quelle sorte? ____________________________________ __ 
Ça fait combien de temps que vous utilisez la pilule? 
---------------------
5) Combien d'infections vaginales avez-vous eu? 
----------
>- si 0, allez au numéro 8, NIP pour numéros 7 et 8. 
6) Avez-vous eu des infections vaginales à répétition? 1) OUI 2) NON 3) SP 4) NIP 
7) Comment les infections ont-elles été diagnostiquées? N/P 
1) avis du médecin et cultures positives: Combien de temps 
---
2) avis du médecin seulement: Combien de temps __ _ 
3) auto-diagnostic: Combien de temps __ _ 
8) Quels types de problème gynécologique avez-vous eu? 
1) Chlamydia __ 2) Gardnerella vaginalis __ 
4) Condylomes __ 5) Gonorrhée 
7) Siphyllis __ 8) Trichomoniasis __ 
10) Cystites __ Il) Maladie inflammatoire pelvienne 
13) Autre (veuillez spécifier: ) 
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3) Herpes génital __ 
6)V.I.H._ 
9) infections urinaires __ 
12) Endométriose __ 
14) Aucune 
9) Quelles interventions gynécologiques avez-vous subies? 
1) Hystérectomie__ 2) Laparoscopie__ 3) Ovariectomie __ 
4) Ligatures des trompes __ 5) Curtage__ 6) Avortement __ 
7) Autre: (veuillez spécifier: ____________ -----') 8) Aucune 
10) Avez-vous déjà souffert ou souffrez-vous de douleur chronique? 1) OUI 2) NON 
~ Si OUI, s.v.p. précisez/ avez-vous reçu un diagnostic pour cette/ces conditions? 
Il) Quels médicaments prenez-vous actuellement? 1 )OUI 2) NON 
~ Si OUI, pourquoi? 
~ À l'intérieur de quelle année? 
12) Est-ce que vous prenez des anti-douleurs? 1) OUI 2) NON 
~ Si OUI, pourquoi? 
~ À l'intérieur de quelle année? 
13) Souffrez-vous régulièrement (une fois par mois ou plus) de douleur ou d'inconfort 
aux endroits suivants? 
Tête 
~ for each "yes" response, ask: a) Quelle est la sévérité de ce problème 
pour vous? 
(0 = pas du tout sérieux, 5 = modérément sérieux, 10= extrêmement sérieux) 
~ and Jusqu'à quel point est-ce que la douleur interfère avec vos 
activités habituelles? (0 = pas du tout, 5 = modérément, 10 = 
complètement) 
Site corporelle Gravité (0 -10) Interférence (0 - 10) 
Visage (mâchoire, yeux, 
oreilles, etc) 



















Articulations (spécifiez ) 
Peau (spécifiez ) 
Muscles (spécifiez ) 
Autre (spécifiez ) 
14) Si plus d'une douleur a été choisie, quelle douleur considérez-vous comme étant la 
pire? 
15) Sur une échelle de ° à 10, évaluez le niveau d'intensité de la douleur que vous 
considéré comme la pire? 
16) Sur une échelle de ° à 10, évaluez le degré d'inconfort ressenti lors de cette douleur. 
~ A l'intérieur des questionnaires que vous remplirez chez vous, on vous 
demandera des questions sur la douleur spécifique que vous venez tout 
juste d'identifier. 
* Place reminder card in questionnaire pack. 
17) Ressentez-vous ou avez-vous déjà ressenti une douleur passagère ou chronique 
pendant les relations sexuelles? 
>- si non, continuez à la PARTIE D 
>- si oui, durant les derniers 6 mois? 
>- si oui, allez à la PARTIE E et F 
>- si non, allez allez à la PARTIE E et G 
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SECTION D: Aucune douleur pendant les relations sexuelles 
1) Durant les derniers 6 mois, combien de relations sexuelles avez-vous eues environ? 
~ si 0, continuez au numéro 3, NIP pour #2 
2) En moyenne, quel est le pourcentage de vos relations sexuelles qui sont douloureuses? 
NIP 
~ continuez au numéro 7 
3) Ça fait combien de temps que vous avez eu des relations sexuelles?_mois _années 
4) Quelle est la raison de cette abstinence pendant les derniers 6 mois? 
1) Je n'ai pas de partenaire présentement 
2) Ça me fait trop mal 
3) Je n'ai aucun désir 
4) Je crains la douleur 
5) Je suis trop inquiète 
6) Je ne veux aucune pénétration 
7) Mon conjoint a un problème d'érection 
8) Mon conjoint n'a aucun désir 
9) Mon conjoint ne veut pas me faire mal 
10) autre (veuillez spécifier: _________________ ---» 
5) Auparavant, combien de fois par mois aviez-vous des relations sexuelles? __ _ 




SECTION E: Histoire de la Douleur 
1) Quand avez-vous commencé à ressentir des douleurs lors de vos relations sexuelles? 
___ -----'mOls ______ année 
2) Comment cela a-t-il commencé? (Cochez tout ce qui s'applique) 
1) avec ma première relation sexuelle 
2) après des infections vaginales répétées 
3) après avoir accouché 
4) sans raison apparente 
5) quand j'ai changé de partenaire 
6) après des infections urinaires répétées 
7) avec l'arrivé de ma ménopause 
8) après une chirurgie gynécologique 
9) après un stress important (e.g., conflit conjugal, problèmes financiers, etc) 
10) après un avortement 
Il) autre _______ _ 
3) Y-a-t-il eu une période de 1 mois où vous avez eu six relations sexuelles en ligne qui 
n'ont pas été douloureuses? 
1) OUI - pourquoi? ______________ _ 
2) NON 3) SIP 
4) Combien de professionnels de la santé avez-vous consultés pour votre douleur? __ _ 
5) Quels diagnostics et quels traitements vous ont été donnés par les professionnels de la 
santé à qui vous avez parlé de votre douleur? Aucun reçu ___ _ 
Veuillez dresser la liste de tous les diagnostics et médicaments/traitements dont 




Nombre de fois reçu 
1)<10 2»10 3)SP 
1) <10 2) >10 3) SP 
6) Avez-vous déjà essayé de traiter ou de soulager la douleur par vous même? 
1) OUI 2) NON 
~ Si oui, comment? 
1) En changeant mon style de vie sexuelle (e.g., position, vitesse, films érotiques) 
2) Des crèmes (e.g. K-Y, Crisco, hydratantes, corticosteroïdes, honnonales, 
anesthésiques) 
3) La médicine alternative (e.g., les vitamines, les diètes, les remèdes 
homéopathiques, la physiothérapie) 
4) Les traitements psychologiques (e.g., la psychothérapie, l'hypnose, Kegels, le 
biofeedback) 
5) La chirurgie (e.g., la vestibulectomie, le laser, le curetage) 
6) Autres traitements médicaux (e.g., les honnones, l'interferon, les antibiotiques) 
7) Des petits changements (e.g., des sous-vêtements de coton, des savons doux, un 
changement de matelas) 
8) Autres (veuillez spécifier: ) 
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SECTION F: (Pour les femmes ayant présentement des relations sexuelles) 
1) Durant les derniers 6 mois, environ combien de fois par mois avez-vous essayé d'avoir 
des relations sexuelles? 
----
2) Environ quel pourcentage des relations sexuelles ont été douleureuses? __ 
3) Quand la douleur commence-t-elle habituellement? 
1) avant que le pénis ne touche l'entrée du vagin 
2) quand le pénis commence à entrer dans le vagin 
3) quand le pénis a complètement pénétré le vagin et qu'il y a du va-et-vient 
4) aprés avoir eu des relations sexuelles (durée: ) 
5) autre (veuillez spécifier ) 
4) Une fois la douleur apparue, durant quelles étapes de la relation sexuelle la ressentez-
vous? 
1) seulement durant l'entrée du pénis 
2) seulement durant le mouvement de va-et-vient du pénis 
3) seulement un peu de temps après la sortie du pénis 
4) durant l'entrée du pénis et après sa sortie 
5) durant l'entrée du pénis et durant le mouvement de va-et-vient 
6) durant le mouvement de va-et-vient du pénis et quelque temps après sa sortie 
7) à l'entrée du pénis, durant son mouvement de va-et-vient, et après sa sortie 
8) ce n'est jamais pareil; il n'y a pas de "pattern" 
S'il Y a lieu, indiquez pour combien de temps la douleur persiste après le retrait du pénis. 
Durée: minutes heures Jours ------~ ------- --------
5) Montrez le diagramme du MPQ. À quelle endroit de la région génitale ressentez-
vous habituellement la douleur lors des relations sexuelles? Pouvez-vous 
m'indiquer un endroit précis? Si oui, où? 
1) à l'entrée du vagin 
2) partout sur la vulve 
3) à l'intérieur du vagin 
4 dans la région pelvienne ou abdominale 






6) Si seulement un endroit a été choisie, procédez au 7. 
~ Si plus d'un endroit fut choisie: Pouvez-vous différencier entre ces différentes 
douleurs? 
1) OUI 2) NON 3) SP 
~ Si oui, ou ne sais pas, allez à la question #7 
~ Si non, allez à la question #15 
7) Évaluez sur une échelle de 0 à 10 l'intensité moyenne de votre douleur à l'entrée du 
vagin (dernier 6 mois). NIP 
8) Évaluez sur une échelle de 0 à IOle degré moyen d'inconfort ressenti à cause de la 
douleur. 
NIP 
9) Évaluez sur une échelle de 0 à 10 l'intensité moyenne de votre douleur partout sur la 
vulve (dernier 6 mois). __ N/P 
10) Évaluez sur une échelle de 0 à IOle degré moyen d'inconfort ressenti à cause de la 
douleur. 
NIP 
Il) Évaluez sur une échelle de 0 à 10 l'intensité moyenne de votre douleur à l'intérieur 
du vagin (dernier 6 mois). N/P 
12) Évaluez sur une échelle de 0 à IOle degré moyen d' inconfort ressenti à cause de la 
douleur. 
NIP 
13) Évaluez sur une échelle de 0 à 10 l'intensité moyenne de votre douleur dans la région 
abdominale (dernier 6 mois). N/P 
14) Évaluez sur une échelle de 0 à IOle degré moyen d' inconfort ressenti à cause de la 
douleur. N/P 
15) Évaluez sur une échelle de 0 à 10 l'intensité de la douleur que vous ressentez lors des 
relations sexuelles (dernier 6 mois). __ 
16) Évaluez sur une échelle de 0 à IOle degré moyen d' inconfort ressenti à cause de la 
douleur. 
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17) À quelle période de votre cycle menstruel la douleur lors de la pénétration est-elle la 
pire? 
1) C'est toujours pareil; elle ne varie pas 
2) Durant la menstruation 
3) Quelques jours avant la menstruation 
4) Quelques jours après la menstruation 
5) Durant l'ovulation (2 semaines avant le commencement de la menstruation) 
6) Ce n'est jamais pareil de mois en mois; il n'y a pas de "pattern" 
FINISH 
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SECTION G: (Pour les femmes n'ayant pas de relations sexuelles) 
1) Combien de temps cela fait-il que vous n'avez pas eu de relations sexuelles? 
mOls années 
----- -----
2) Quelle est la raison pour laquelle vous n'avez pas eu de relations sexuelles dans les 
derniers 6 mois? 
1) Je n'ai pas de partenaire présentement 
2) Ça me fait trop mal 
3) Je n'ai aucun désir 
4) Je crains la douleur 
5) Je suis trop inquiète 
6) Je ne veux aucune pénétration 
7) Mon conjoint a un problème d'érection 
8) Mon conjoint n'a aucun désir 
9) Mon conjoint ne veut pas me faire mal 
10) Autres (veuillez spécifier:, _________________ -----') 
3) Dans le passé, environ combien de fois par mois avez-vous essayé d'avoir des relations 
sexuelles? 
------------
4) Environ quel pourcentage des relations sexuelles étaient douloureues? __ 
5) Quand la douleur commence-t-elle habituellement? 
1) avant que le pénis ne touche l'entrée du vagin 
2) quand le pénis commence à entrer dans le vagin 
3) quand le pénis a complètement pénétré le vagin et qu'il y a du va-et-vient 
4) après avoir eu des relations sexuelles (durée: ) 
6) Autres (veuillez spécifier ) 
6) Une fois la douleur apparue, durant quelles étapes de la relation sexuelle la ressentiez-
vous? 
1) seulement durant l'entrée du pénis 
2) seulement durant le mouvement de va-et-vient du pénis 
3) seulement un peu de temps après la sortie du pénis 
4) durant l'entrée du pénis et après sa sortie 
5) durant l'entrée du pénis et durant le mouvement de va-et-vient 
6) durant le mouvement de va-et-vient du pénis et quelque temps après sa sortie 
7) à l'entrée du pénis, durant son mouvement de va-et-vient, et après sa sortie 
8) ce n'est jamais pareil; il n'y a pas de "pattern" 
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S'il Y a lieu, indiquez pour combien de temps la douleur persistait après le retrait du 
pénis. 
Durée: minutes heures Jours ----------~ ---------~ -------------
7) Montrez le digramme du MPQ. À quelle endroit de la région génitale ressentiez-vous 
habituellement la douleur lors des relations sexuelles? Pouvez-vous m'indiquer un 
endroit précis? Si oui, où? 
1) à l'entrée du vagin 
2) partout sur la vulve 
3) à l'intérieur du vagin 
4) dans la région pelvienne ou abdominale 





8) Si seulement un endroit a été choisi, procédez au #10. 
Si plus d'un endroit a été choisi: Pouvez-vous différencier ces douleurs? 
1) OUI 2) NON 3) SP 
~ Si oui, ou ne sais pas, continuez 
~ Si non, allez à la question #17 
9) Évaluez sur une échelle de 0 à 10 l'intensité moyenne de votre douleur à l'entrée du 
vagin. 
NIP 
10) Évaluez sur une échelle de 0 à IOle degré moyen d'inconfort ressenti à cause de la 
douleur. 
NIP 
Il) Évaluez sur une échelle de 0 à 10 l'intensité moyenne de votre douleur partout sur la 
vulve. NIP 
12) Évaluez sur une échelle de 0 à 10 le degré moyen d'inconfort ressenti à cause de]a 
douleur. 
N/P 
13) Évaluez sur une échelle de 0 à 10 l'intensité moyenne de votre douleur à l'intérieur 
du vagin. __ N/P 
14) Évaluez sur une échelle de 0 à 10 le degré moyen d'inconfort ressenti à cause de la 
douleur. 
NIP 
15) Évaluez sur une échelle de 0 à 10 l'intensité moyenne de votre douleur dans la région 
abdominale. NIP 
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16) Évaluez sur une échelle de 0 à IOle degré moyen d'inconfort ressenti à cause de la 
douleur. 
NIP 
17) Évaluez sur une échelle de 0 à 10 l'intensité de la douleur que vous ressentiez lors des 
relations sexuelles. 
18) Évaluez sur une échelle de 0 à IOle degré moyen d'inconfort ressenti à cause de la 
douleur. 
19) À quelle période de votre cycle menstruel la douleur lors de la pénétration est-elle la 
pire? 
1) C'est toujours pareil; elle ne varie pas 
2) Durant la menstruation 
3) Quelques jours avant la menstruation 
4) Quelques jours après la menstruation 
5) Durant l'ovulation (2 semaines avant le commencement de la menstruation) 
6) Ce n'est jamais pareil de mois en mois; il n'y a pas de "pattern" 
FINISH 
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Appendix 6 - Anxiety Sensitivity Index 
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Reiss-Epstein-Gursky A.S.I. 
Name ______________ Today's Date ______ _ 
Circle the one phrase that best represents the extent to whîch yeu agree with the item. If any of 
the items conœm something that is not part of your experienœ (e.g .• "'t scares me when 1 teel 
shaky" for someone who has never trembled or had the "shakes1. answer on the basis of how 
yeu think yeu might feel if you had such an experienœ. Otherwise, answer ail items on the basis 
of yeur own experienœ. 
1. It is important to me oot to appear nervous. 
Very Unie A UttIe Some Much Very Much 
2. Whèn 1 cannot keep my mind on a task, 1 worry that 1 might be going crazy. 
Very Uttle A UttJe Sorne Much Very Much 
3. It scares me when 1 feel "shaky" (trembling). 
Very Uttle A Little Sorne Much Very Much 
4. It scares me when 1 teel tain!. 
Very Uttle A Little Sorne Much Very Much 
5. It is important to me to stay in control of my emotions. 
Very Uttle A Uttle Sorne Much Very Much 
6. It scares me when my heart beats rapidly. 
Very Uttle A Uttle Sorne Much Very Much 
7. It embarrasses me wh en my stomach growls. 
Very Uttle A Uttle Sorne Much Very Much 
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8. ft scares me when 1 am nauseous. 
Very UttIe A Uttle Sorne 
9. When 1 notice that my heart is beating rapidly, 
1 worry that 1 might have a heart attack. 
Very UttIe A Uttle Some 
10. ft scares me when 1 become short of breath. 
Very UttIe A UttIe Some 
Much Very Much 
Much Very Much 
Much Very Much 
11. When my stomach is upset, 1 worry that 1 might be seriously il!. 
VeryUttle A Uttle Some Much Very Much 
12. It scares me when 1 am un able to keep my mind on a task. 
Very UttIe A Uttle Sorne Much Very Much 
13. Other people notice when 1 teel shaky. 
Very Little A Little Sorne Much Very Much 
14. Unusual body sensations scare me. 
Very Uttle A Uttle Sorne Much Very Much 
15. When 1 am nervous. 1 worry that 1 might be mentally iII. 
Very Uttle A Little Sorne Much Very Much 
16. It scares me wh en 1 am nervous. 
Very Uttle A Little Sorne Much Very Much 
© Copyright 1987 IDS Publishing Corporation 
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Appendix 7 - Beek Drepression Inventory 
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l\r:: N .... -
............................... ~ .. œ.: .......... .
Name: _________________ MaritalStatus: _____ Age: ___ Sex: ___ _ 
~pation;-------------------------Education:-------------------------------
This questionnaire consists of 21 groups of statements .. After reading each group of statements carefully. 
cirole the number (O. 1.2 or 3) next to the one statement in each group which best describes the way J'Ou 
have been feeling the pastweek. 1nc1wtingtoday. Itseveralstatementswithina group seemtoapply equaUy 
weil. cirele each one. Be sure to readaD the statements in eachgroup be!œe ma.king your ehoiee. 
() 1 do notfèel sad. 
Ifeelsad. 
2 l am sad aD the tune and 1 can 't snap out of it. 
$ l am 50 sad or unhappy that 1 can't stand it. 
! <) l am not particularly discouraged about the 
future. 
3 0 
l teel discouraged about the future. 
l fee! l have nothing to look forward to. 
I feel that the future is bopeless and that 
thi.ngs cannet improve. 
l do not t'eellike a t'allure. 
1 teel l have !a.lled more than the 
average persan. 
As l look beck on my li!e, aIl l can see is 
a lot of fallures. 
1 CeelI am a complete fallure as a person. 





l don't enjoy things the v..-ay 1 used to. 
1 don't get real satisfaction out of anything 
anymore. 
1 am dissatisfied or bored with everything. 
l don't Ceel particularly guilty. 
l teel gullty a good part of the time. 
l feel quite guilty most of the time. 
1 fee! guilty all of the time. 
l don't teelI am being punisheà. 
1 feel l may be punisheà. 
l expect to be punisheà. 
r !eel 1 am being punished. 
1 don't feel disappointed in myself. 
r am clisappcinted in myself. 
! am disgusted with myself. 
lhate myself. 
• 0 t don.·t feel 1 am any worse than 
ànybodyelse. 
1 am critical of mysel.f for my weaknesses 
ormistakes. 
JI 1 blame mysel.f all the time for my faults. 







l don't have any thoughts of killing myself. 
l have thoughts of killing mysel.f, but 1 
would notcarrythem out. 
I would like to kill myself. 
l would kill myseii if l had the chance. 
1 don't cry any more than usual. 
l cry more now man l used to. 
I cry all the time now. 
l used to be able 1:0 cry. but now l can't cry 
even though l "' .. ant to. 
1 am no more irritateà now than lever am. 
1 get annoye<1 or irritated more easily than 
Iuseàto. 
1 Ceel irritated all the time now. 
1 don't get irritated at aU by the things that 
used ta irritate me. 
12 0 l have not lost inœrest in other people. 
1 am less interesteà i.'1 other people than 
Iusedtabe. 
1 have 10st mest of mv interest in 
other people. • 
l have lost all of ruy interest in other people. 
13 " 1 make decisions about as weil a..<; 
1 ever could. 
1 put off making decisions more than 
Iused to. 
l have greater difficulty in making 
decisions than before. 
l can't make decisions at aU an)'Yllore. 
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14 1 don 't teel 1 look any worse th.an I used to. It 0 1 ha"'en't lost much weight. if any.1ately. 
1 am worried that 1 am lookingold or l have lost more than 5 pounds. 
unattractive. 2 l ha"elost more than 10 pounds. 
1 fool that there are permanent changes 
'" 
1 have lost more than 15 pounds. in my appearanœ that malœ me look 
unattractîve. 
1 believe that l look ugly. 1 am purposelytrying to lose weight by 
eating 1ess. Yes ___ No ___ 
15 1 can work about as weil as betore. • 
It takes an extra effort to get started at 2t " 1 am no more worried about my health tbanusual. doing something. 
Iam worried about physical problems 1 have to push myself very hard to do such as aches and pains: or upset 
anything. stomach; or oonstipatjon. 
~ ! can't do any work at an. 
" 
1 am verY worried about physical 
problems and it's hard to think of 
muchelse. 
16 1 can sloop as weil as usual. l 1 am 50 worried about ~cal problems that 1 cannet ' about 
l don 't sloop as well as l WIed ta. anything else. 
1 wake up 1·2 heurs earlierthan usual 
and find it hard ta get back ta sloop. 
1 wake up severa} hours earlier tha.n 1 Z1 () l have not noticed any reœnt change used ta and cannot get back ta sleep. in my interest in sex. 
l am less interested in sex than 1 used 
tube. 
17 ! don't get more tired than usual. 2 ! am much less interested in sex now. 
1 get tired more easily than 1 WIed to. 1 have lost interest in sex completely. 
1 get t.ired from doing altnost anything. 
1 am toc t.i:r<:!d to do anythîng. 
18 ~{y appetite is no worse than usual. 
My appetite is not as good as it used to be. 
1 
!<1y appetite is much worse now. 
1 ha ~-e no appetîte at all anymore. 
___ Sub::otal Page 2 
___ Sub:otal Page 1 
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Beek Depression Inventory - II 
Instructions: This questionnaire consists of 21 groups of statements. Please read each 
group of statements carefuIly, and then pick out the one statement in each group that best 
describes the way you have been feeling during the past two weeks, inc1uding today. 
Circle the number beside the statement you have picked. If several statements in the 
group seem to apply equaIly weIl, circle the highest number for that group. Be sure that 
you do not choose more than one statement for any group, including Item 16 (changes in 
sleep pattern) or Item 18 (changes in appetite). 
1. Sadness 
o 1 do not feel sad. 
1 1 feel sad much of the time. 
2 1 am sad aIl the time. 
3 1 am so sad or unhappy that 1 can't stand it. 
2. Pessimism 
o 1 am not discouraged about my future. 
1 1 feel more discouraged about my future than 1 used to be. 
2 1 do not expect things to work out for me. 
3 1 feel my future is hopeless and will only get worse. 
3. Pa st failure 
o 1 do not feel like a failure. 
1 1 have failed more than 1 should have. 
2 As 1 look back, 1 see a lot of failures. 
3 1 feel 1 am a total failure as a person. 
4. Loss of pleasure 
o 1 get as much pleasure as 1 ever did from the things 1 enjoy. 
1 l don 't enjoy things as much as 1 used to. 
2 l get very littIe pleasure from the things 1 used to enjoy. 
3 J can't get any pleasure from the things 1 used to enjoy. 
5. Guilty feelings 
o l don 't feel particularly guilty. 
1 1 feel guilty over many things 1 have done or should have done. 
2 1 feel qui te guilty most of the time. 
3 l feel guilty aIl of the time. 
6. Punishment feelings 
o 1 don 't feel 1 am being puni shed. 
l feel 1 may be puni shed. 
2 1 expect to be puni shed. 
3 1 feel 1 am being puni shed. 
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7. Self-dislike 
o 1 feel the same about myself as ever. 
1 1 have lost confidence in myself. 
2 1 am disappointed in myself. 
3 1 dislike myself. 
8. Self-Criticalness 
o 1 don 't criticize or blame myself more than usual. 
1 1 am more critical of myself than 1 used to be. 
2 1 criticize myself for a11 of my faults. 
3 1 blame myself for everything bad that happens. 
9. Suicidai thoughts or wishes 
o 1 don't have any thoughts ofkilling myself. 
1 1 have thoughts ofkilling myself, but 1 would not carry them out. 
2 1 would like to kill myself. 
3 1 would kill myself if 1 had the chance. 
10. Crying 
o 1 don't cry anymore than 1 used to. 
l 1 cry more than 1 used to. 
2 1 cry over every little thing. 
3 1 feellike crying, but 1 can't. 
11. Agitation 
o 1 am not more restless or wound up than usual. 
l 1 feel more restIess or wound up than usual. 
2 1 am so restless or agitated that it's hard to stay still. 
3 1 am so restless or agitated that 1 have to keep moving or doing something. 
12. Loss of interest 
o 1 have not lost interest in other people or activities. 
l 1 am less interested in other people or things than before. 
2 1 have lost most of my interest in other people or things. 
3 ft' s hard to get interested in anything. 
13. Indecisiveness 
o 1 make decisions about as well as ever. 
1 find it more difficult to make decisions than usual. 
2 1 have much greater di ffi cult Y in making decisions than 1 used to. 
3 1 have trouble making any decisions. 
14. Worthlessness 
o 1 do not feel 1 am worthless 
l 1 don"t consider myself as worthwhile and useful as 1 used to be. 
2 1 feel more worthless as compared to other people. 
3 1 feel utterly worthless. 
263 
15. Loss of energy 
o 1 have as much energy as ever. 
1 1 have less energy than 1 used to have. 
2 1 don't have enough energy to do very much. 
3 1 don't have enough energy to do anything. 
16. Changes in sleeping patterns 
o 1 have not experienced any changes in my sleep patterns. 
1 a 1 sleep somewhat more than usuaI. 
1 b 1 sleep somewhat less than usuaI. 
2a 1 sleep a lot more than usuaI. 
2b 1 sleep a lot less than usuaI. 
3a 1 sleep most of the day. 
3b 1 wake up 1-2 hours early and can't get back to sleep. 
17. Irritability 
o 1 am no more irritable than usuaI. 
1 1 am more irritable than usuaI. 
2 1 am much more irritable than usuaI. 
3 1 am irritable aIl the time. 
18. Changes in appetite 
o 1 have not experienced any change in my appetite. 
1 a My appetite is somewhat less than usuaI. 
1 b My appetite is somewhat greater than usuaI. 
2a My appetite is much less than usuaI. 
2b My appetite is much greater than usuaI. 
3a 1 have no appetite at aIl. 
3b 1 crave food aIl the time. 
19. Concentration difficulty 
o 1 can concentrate as weIl as ever. 
1 1 can't concentrate as weIl as usuaI. 
2 11' s hard to keep my mind on anything for very long. 
3 1 find 1 can't concentrate on anything. 
20. Tiredness or fatigue 
o 1 am no more tired or fatigued than usuaI. 
1 get tired or fatigued more easily than usuaI. 
2 1 am too tired or fatigued to do a lot of the things 1 used to do. 
3 1 am too tired or fatigued to do most of the things 1 used to do. 
21. Loss ofinterest in sex 
o 1 have not noticed any recent change in my interest in sex. 
1 1 am less interested in sex than 1 used to be. 
2 1 am much less interested in sex now. 
3 1 have lost interest in sex completely. 
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Inventaire de Depression Beck - II 
Consigne: Ce questionnaire comporte 21 groupes d'énoncés. Veuillez lire avec soin 
chacun de ces groupes puis, dans chaque groupe, choisissez l'énoncé qui décrit le mieux 
comment vous vous êtes sentie e) au cours des deux dernières semaines, incluant 
aujourd'hui. Encerclez alors le chiffre placé devant l'énoncé que vous avez choisi. Si, 
dans un groupe d'énoncés, vous en trouvez plusieurs qui semblent décrire également bien 
ce que vous ressentez, choisissez celui qui a le chiffre le plus élevé et encerclez ce chiffre. 
Assurez-vous bien de ne choisir qu'un seul énoncé dans chaque groupe, y compris le 
groupe numéro 16 (modifications dans les habitudes de sommeil) et le groupe numéro 18 
(modifications de l'appétit). 
1. Tristesse 
o Je ne me sens pas triste. 
1 Je me sens très souvent triste. 
2 Je suis tout le temps triste. 
3 Je suis si triste ou si malheureux(se), que ce n'est pas supportable. 
2. Pessimisme 
o Je ne suis pas découragé(e) face à mon avenir. 
1 Je me sens plus découragé(e) qu'avant face à mon avenir. 
2 Je ne m'attends pas a ce que les choses s'arrangent pour moi. 
3 J'ai le sentiment que mon avenir est sans espoir et qu'il ne peut qu'empirer. 
3. Echecs dans le passé 
o Je n'ai pas le sentiment d'avoir échoué dans la vie, d'être un(e) raté(e). 
1 J'ai échoué plus souvent que je n'aurais dû. 
2 Quand je pense à mon passé, je constate un grand nombre d'échecs. 
3 J'ai le sentiment d'avoir complètement raté ma vie. 
4. Perte de plaisir 
o J'éprouve toujours autant de plaisir qu'avant aux choses qui me plaisent. 
1 Je n'éprouve pas autant de plaisir aux choses qu"avant. 
2 J'éprouve très peu de plaisir aux choses qui me plaisent habituellement. 
3 Je n'éprouve aucun plaisir aux choses qui me plaisaient habituellement. 
5. Sentiments de culpabilité 
o Je ne me sens pas particulièrement coupable. 
Je me sens coupable pour bien des choses que j'ai faites ou que j'aurais dû 
faire. 
2 Je me sens coupable la plupart du temps. 
3 Je me sens tout le temps coupable. 
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6. Sentiment d'être puni(e) 
o Je n'ai pas le sentiment d'être puni(e). 
1 Je sens que je pourrais être puni(e). 
2 Je m'attends à être puni(e). 
3 J'ai le sentiment d'être puni(e). 
7. Sentiments négatifs envers soi-même 
o Mes sentiments envers moi-même n'ont pas changé. 
1 J'ai perdu confiance en moi. 
2 Je suis déçu(e) par moi-même. 
3 Je ne m'aime pas du tout. 
8. Attitude critique envers soi 
o Je ne me blâme pas ou ne me critique pas plus que d'habitude. 
1 Je suis plus critique envers moi-même que je ne l'étais. 
2 Je me reproche tous mes défauts. 
3 Je me reproche tous les malheurs qui arrivent. 
9. Pensées ou désirs de suicide 
10. 
o Je ne pense pas du tout à me suicider. 
1 Il m'arrive de penser à me suicider, mais je ne le ferais pas. 
2 J'aimerais me suicider. 






Je ne pleure pas plus qu'avant. 
Je pleure plus qu'avant. 
Je pleure pour la moindre petite chose. 
Je voudrais pleurer mais je n'en suis pas capable. 
11. Agitation 
o Je ne suis pas plus agité(e) ou plus tendu(e) que d'habitude. 
1 Je me sens plus agité(e) ou plus tendu(e) que d'habitude. 
2 Je suis si agité( e) ou tendu( e) que j'ai du mal à rester tranquille. 
3 Je suis si agité(e) ou tendu(e) que je dois continuellement bouger ou faire 
quelque chose. 
12. Perte d'intérêt 
o Je n'ai pas perdu d'intérêt pour les gens ou pour les activités. 
1 Je m'intéresse moins qu'avant aux gens et aux choses. 
2 Je ne m'intéresse presque plus aux gens et aux choses. 
3 J'ai du mal à m'intéresser à quoi que ce soit. 
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13. Indécision 
o Je prends des décisions toujours aussi bien qu'avant. 
1 Il m'est plus difficile que d'habitude de prendre des décisions. 
2 J'ai beaucoup plus de mal qu'avant à prendre n'importe quelle décision. 
3 J'ai du mal à prendre n'importe quelle décision. 
14. Dévalorisation 
o Je ne pense être quelqu'un de valable. 
1 Je ne crois pas avoir autant de valeur ni être aussi utile qu'avant. 
2 Je me sens moins valable que les autres. 
3 Je sens que je ne vaux absolument rien. 
15. Perte d'énergie 
o J'ai toujours autant d'énergie qu'avant. 
1 J'ai moins d'énergie qu'avant. 
2 Je n'ai pas assez d'énergie pour pouvoir faire grand-chose. 
3 J'ai trop peu d'énergie pour faire quoi que ce soit. 
16. Modifications dans les habitudes de sommeil 
o Mes habitudes de sommeil n'ont pas changé. 
la Je dors un peu plus que d'habitude. 
1 b Je dors un peu moins que d'habitude. 
2a Je dors beaucoup plus que d'habitude. 
2b Je dors beaucoup moins que d'habitude. 
3a Je dors presque toute lajoumée. 
3b Je me réveille une ou deux heures plus tôt et je suis incapable de me 
rendormir. 
17. Irritabilité 
o Je ne suis pas plus irritable que d'habitude. 
1 Je suis plus irritable que d'habitude. 
2 Je suis beaucoup plus irritable que d'habitude. 
3 Je suis constamment irritable. 
18. Modifications de l'appétit 
o Mon appétit n'a pas changé. 
1 a J'ai un peu moins d'appétit que d'habitude. 
lb J'ai un peu plus d'appétit que d'habitude. 
2a J'ai beaucoup moins d'appétit que d'habitude. 
2b J'ai beaucoup plus d'appétit que d'habitude. 
3a Je n'ai pas d'appétit du tout. 
3b J'ai constamment envie de manger. 
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19. Difficulté à se concentrer 
o Je parviens à me concentrer toujours aussi bien qu'avant. 
1 Je ne parviens pas à me concentrer aussi bien que d'habitude. 
2 l'ai du mal à me concentrer longtemps sur quoi que ce soit. 
3 Je me trouve incapable de me concentrer sur quoi que ce soit. 
20. Fatigue 
o Je ne suis pas plus fatigué(e) que d'habitude. 
1 Je me fatigue plus facilement que d'habitude. 
2 Je suis trop fatigué(e) pour faire un grand nombre de choses que je faisais 
avant. 
3 Je suis trop fatigué( e) pour faire la plupart des choses que je faisais avant. 
21. Perte d'intérêt pour le sexe 
o Je n'ai pas noté de changement récent dans mon intérêt pour le sexe. 
1 Le sexe m'intéresse moins qu'avant. 
2 Le sexe m'intéresse beaucoup moins maintenant. 
3 l'ai perdu tout intérêt pour le sexe. 
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Fernale Sexual Function Index (FSFI) 
These questions ask about your sexual feelings and responses during the past 4 weeks. Please 
answer the following questions as honestly and clearly as possible. Your responses will be kept 
completely confidential. In answering these questions the following definitions apply : 
Sexual activity: Inc1udes caressing, foreplay, masturbation and vaginal intercourse. 
Sexual intercourse: Defined as penile penetration (entry) of the vagina 
Sexual stimulation Inc1udes situations like foreplay with a partner, self-stimulation 
(masturbation) or sexual fantasy. 
Check only one box per question. 
Sexual desire or interest is a feeling that includes wanting to have a sexual experience, feeling receptive to 
a partner's sexual initiation, and thinking or fantasizing about having sex. 
1. Over the pas 4 weeks, how often did you feel sexual desire or interest? 
1. AImost always or always 
2. Most times (more than halfthe time) 
3. Sometimes (about halfthe time) 
4. A few times (less than haIfthe time) 
5. AImost never or never 
2. Over the past 4 weeks, how would you rate your level (degree) of sexual desire or interest? 




5. Very Iow or none at ail 
Sexual arousal is a feeling that includes both physical and mental aspects of sexual excitement. It may 
include feelings ofwarmth or tingling in the genitaIs, Iubrication (wetness), or muscle contractions. 
3. Over the past 4 weeks, how often did you feel sexually aroused ("tumed on") during sexual activity or 
intercourse? 
1. No sexual activity 
2. Almost always of always 
3. Most times (more than halfthe time) 
4. Sometimes (about halfthe time) 
5. A few times (less than halfthe time) 
6. AImost never or never 
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4. Over the past 4 weeks, how would you rate your levei of sexual arousal ("tum on") during sexual 
activity of intercourse? 





6. Very low or none at aH 
5. Over the past 4 weeks, how confident were you about becoming sexually aroused during sexual 
activity or intercourse? 
1. No sexual activity 
2. Very high confidence 
3. High confidence 
4. Moderate confidence 
5. Low confidence 
6. Very low or no confidence 
6. Over the past 4 weeks, how often have you been satisfied with your arousal (excitement) during sexual 
activity or intercourse? 
1. No sexual activity 
2. Almost always of always 
3. Most times (more than halfthe time) 
4. Sometimes (about halfthe time) 
5. A few times (less than halfthe time) 
6. Almost never of never 
7. Over the past 4 weeks, how often did you become lubricated ("wet") during sexual activity or 
intercourse? 
1. No sexual activity 
2. Almost always of always 
3. Most times (more than halfthe time) 
4. Sometimes (about halfthe time) 
5. A few times (less than halfthe time) 
6. Almost never or never 
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8. Over the past 4 weeds, how difficult was it to become lubricated ("wet") during sexual activity or 
intercourse? 
1. No sexual activity 
2. Extremely difficult of impossible 
3. Very difficult 
4. Difficult 
5. Slightly difficult 
6. Not difficult 
9. Over the past 4 weeks, how often did you maintain your lubrication ("wetness") until completion of 
sexual activity of intercourse? 
1. No sexual activity 
2. Almost always or always 
3. Most times (more than halfthe time) 
4. Sometimes (about halfthe time) 
5. A few times (less than halfthe time) 
6. Almost never or never 
10. Over the past 4 weeks, how difficult was it to maintain your lubrication ("wetness") until completion of 
sexual activity or intercourse? 
1. No sexual activity 
2. Extremely difficult or impossible 
3. Very difficult 
4. Difficult 
5. Slightly difficult 
6. Not difficuIt 
Il. Over the past 4 weeks, when you had sexual stimulation or intercourse, how often did you reach 
orgasm (climax)? 
1. No sexual activity 
2. Almost always of always 
3. Most times (more than halfthe time) 
4. Sometimes (about halfthe time) 
5. A few times (less than halfthe time) 
6. Almost never or never 
272 
12. Over the past 4 weeks, when you had sexua1 stimulation or intercourse, how difficu1t was it for you to 
reach orgasm ("climax")? 
1. No sexua1 activity 
2. Extremely difficult or impossible 
3. Very difficult 
4. Difficult 
5. Slightly difficult 
6. Not difficult 
13. Over the past 4 weeks, how satisfied were you with your ability to reach orgasm (climax) during sexual 
activity or intercourse? 
1. No sexual activity 
2. Very satisfied 
3. Moderately satisfied 
4. About equally satisfied and dissatisfied 
5. Moderately dissatisfied 
6. Very dissatisfied 
14. Over the past 4 weeks, how satisfied have you been with the amount of emotional closeness during 
sexual activity between you and your partner? 
1. No sexual activity 
2. Very satisfied 
3. Mederately satisfied 
4. About equally satisfied and dissatisfied 
5. Moderately dissatisfied 
6. Very dissatisfied 
15. Over the past 4 weeks, how satisfied have you been with your sexual relationship with your partner? 
1. Very satisfied 
2. ModerateIy satisfied 
3. About equally satisfied and dissatisfied 
4. Moderately dissatisfied 
5. Very dissatisfied 
16. Over the past 4 weeks, how satisfied have you been with your overall sexuallife? 
1. Very satisfied 
2. Moderately satisfied 
3. About equally satisfied and dissatisfied 
4. Moderately dissatisfied 
5. Very dissatisfied 
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17. Over the pas 4 weeks, how often did you experience discomfort or pain during vaginal penetration? 
1. Did not attemps intercourse 
2. AImost always of always 
3. Most times (more than halfthe time) 
4. Sometimes (about halfthe time) 
5. A few times (less than halfthe time) 
6. AImost never or never 
18. Over the past 4 weeks, how often did you experience discomfort or pain following vaginal penetration? 
1. Did not attemps intercourse 
2. AImost always of always 
3. Most times (more than halfthe time) 
4. Sometimes (about halfthe time) 
5. A few times (less than halfthe time) 
6. AImost never or never 
19. Over the past 4 weeks, how would you rate your level (degree) of discomfort or pain during or 
following vaginal penetration? 





6. Very low or none at aIl 
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Index de Fonction Sexuelle de la Femme (FSFI) 
Ces questions portent sur vos sentiments et réponses sexuelles des 4 dernières semaines. 
Répondez aux questions suivantes le plus honnêtement et le plus clairement possible. Vos 
réponses sont entièrement confidentielles. Les définitions ci-dessous s'appliquent aux questions 
auxquelles vous aurez à répondre: 
Activité sexuelle: 
Rapport sexuel: 
Inclut les rapports sexuels, les caresses, les préliminaires et la masturbation. 
Pénétration vaginale (introduction du pénis dans le vagin). 
Stimulation sexuelle: Comprend des situations telles que les préliminaires avec un partenaire, 
la masturbation, les fantasmes sexuels, etc. 
Ne cochez qu'une seule réponse par question. 
1. Au cours des 4 dernières semaines, à quelle fréquence avez-vous ressenti du désir ou de l'intérêt 
sexuel? 
1. Presque toujours ou toujours. 
2. La plupart du temps (plus de la moitié du temps). 
3. Parfois (environ la moitié du temps). 
4. Quelquefois (moins de la moitié du temps). 
5. Presque jamais ou jamais. 
2. Au cours des 4 dernières semaines, comment évalueriez-vous votre degré de désir ou intérêt sexuel? 




5. Très faible ou absent. 
L'excitation sexuelle est un sentiment qui inclut des aspects physiques et mentaux. L'excitation peut 
inclure des sensations de chaleur ou de picotement dans les organes génitaux, de la lubrification (être 
«mouillée»), ou des contractions musculaires. 
3. Au cours des 4 dernières semaines, à quelle fréquence vous êtes-vous sentie excitée pendant des 
activités ou rapports sexuels? 
1. Pas d'activité sexuelle. 
2. Presque toujours ou toujours. 
3. La plupart du temps (plus de la moitié du temps). 
4. Parfois (environ la moitié du temps). 
5. Quelquefois (moins de la moitié du temps). 
6. Presque jamais ou jamais. 
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4. Au cours des 4 dernières semaines, comment évalueriez-vous votre degré d'excitation sexuelle pendant 
des activités ou rapports sexuels? 
1. Pas d'activité sexuelle. 




6. Très faible ou absent. 
5. Au cours des 4 dernières semaines, jusqu'à quel point étiez-vous confiante de devenir excitée pendant 
des activités ou rapports sexuels? 
1. Pas d'activité sexuelle. 
2. Confiance très élevée. 
3. Confiance élevée. 
4. Confiance modérée. 
5. Confiance faible. 
6. Confiance très faible ou absente. 
6. Au cours des 4 dernières semaines, à quelle fréquence avez-vous été satisfaite de votre excitation 
sexuelle pendant des activités ou rapports sexuels? 
1. Pas d'activité sexuelle. 
2. Presque toujours ou toujours. 
3. La plupart du temps (plus de la moitié du temps). 
4. Parfois (environ la moitié du temps). 
5. Quelquefois (moins de la moitié du temps). 
6. Presque jamais ou jamais. 
7. Au cours des 4 dernières semaines, à quelle fréquence êtes-vous devenue lubrifiée (<<mouillée») 
pendant des activités ou rapports sexuels? 
l. Pas d"activité sexuelle. 
2. Presque toujours ou toujours. 
3. La plupart du temps (plus de la moitié du temps). 
4. Parfois (environ la moitié du temps). 
5. Quelquefois (moins de la moitié du temps). 
6. Presque jamais ou jamais. 
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8. Au cours des 4 dernières semaines, jusqu'à quel point était-il difficile de devenir lubrifiée (<<mouillée») 
pendant des activités ou rapports sexuels? 
1. Pas d'activité sexuelle. 
2. Extrêmement difficile ou impossible. 
3. Très difficile. 
4. Difficile. 
5. Quelque peu difficile. 
6. Pas difficile. 
9. Au cours des 4 dernières semaines, à quelle fréquence avez-vous maintenu votre lubrification jusqu'à 
la fin des activités ou rapports sexuels? 
1. Pas d'activité sexuelle. 
2. Presque toujours ou toujours. 
3. La plupart du temps (plus de la moitié du temps). 
4. Parfois (environ la moitié du temps). 
5. Quelquefois (moins de la moitié du temps). 
6. Presque jamais ou jamais. 
10. Au cours des 4 dernières semaines, jusqu'à quel point était-il difficile de maintenir votre lubrification 
jusqu'à la fin des activités ou rapports sexuels? 
1. Pas d'activité sexuelle. 
2. Extrêmement difficile ou impossible. 
3. Très difficile. 
4. Difficile. 
5. Quelque peu difficile. 
6. Pas difficile. 
Il. Au cours des 4 dernières semaines, lorsque vous aviez une stimulation sexuelle ou un rapport sexuel, à 
quelle fréquence avez-vous atteint l'orgasme (jouissance)? 
l. Pas d'activité sexuelle. 
2. Presque toujours ou toujours. 
3. La plupart du temps (plus de la moitié du temps). 
4. Parfois (environ la moitié du temps). 
5. Quelquefois (moins de la moitié du temps). 
6. Presque jamais ou jamais. 
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12. Au cours des 4 dernières semaines, lorsque vous aviez une stimulation sexuelle ou un rapport sexuel, 
jusqu'à quel point était-il difficile pour vous d'atteindre l'orgasme (jouissance)? 
1. Pas d'activité sexuelle. 
2. Extrêmement difficile ou impossible 
3. Très difficile. 
4. Difficile. 
5. Quelque peu difficile 
6. Pas difficile. 
13. Au cours des 4 dernières semaines, jusqu'à quel point étiez-vous satisfaite de votre capacité à atteindre 
l'orgasme (jouissance) pendant des activités ou rapports sexuels? 
1. Pas d'activité sexuelle. 
2. Très satisfaite. 
3. Modérément satisfaite. 
4. Également satisfaite et insatisfaite. 
5. Modérément insatisfaite. 
6. Très insatisfaite. 
14. Au cours des 4 dernières semaines, jusqu'à quel point étiez-vous satisfaite du degré de proximité 
émotive entre vous et votre partenaire lors d'activités sexuelles? 
1. Pas d'activité sexuelle. 
2. Très satisfaite. 
3. Modérément satisfaite. 
4. Également satisfaite et insatisfaite. 
5. Modérément insatisfaite. 
6. Très insatisfaite. 
15. Au cours des 4 dernières semaines, jusqu'à quel point avez-vous été satisfaite de l'aspect sexuel de 
votre relation avec votre partenaire? 
J. Très satisfaite. 
2. Modérément satisfaite. 
3. Également satisfaite et insatisfaite. 
4. Modérément insatisfaite. 
5. Très insatisfaite. 
16. Au cours des 4 dernières semaines, jusqu'à quel point avez-vous été satisfaite de votre vie sexuelle 
dans son ensemble? 
1. Très satisfaite. 
2. Modérément satisfaite. 
3. Également satisfaite et insatisfaite 
4. Modérément insatisfaite. 
5. Très insatisfaite. 
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17. Au cours des 4 dernières semaines, à quelle fréquence avez-vous ressenti de l'inconfort ou de la 
douleur pendant la pénétration vaginale? 
1. Pas de pénétration vaginale. 
2. Presque toujours ou toujours. 
3. La plupart du temps (plus de la moitié du temps). 
4. Parfois (environ la moitié du temps). 
5. Quelquefois (moins de la moitié du temps). 
6. Presque jamais ou jamais. 
18. Au cours des 4 dernières semaines, à quelle fréquence avez-vous ressenti de l'inconfort ou de la 
douleur après la pénétration vaginale? 
1. Pas de pénétration vaginale. 
2. Presque toujours ou toujours. 
3. La plupart du temps (plus de la moitié du temps). 
4. Parfois (environ la moitié du temps). 
5. Quelquefois (moins de la moitié du temps). 
6. Presque jamais ou jamais. 
19. Au cours des 4 dernières semaines, comment évalueriez-vous votre degré d'inconfort ou de douleur 
pendant ou après la pénétration vaginale? 
1. Pas de pénétration vaginale. 




6. Très faible ou absent. 
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Short Health Anxiety Inventory 
Each question in this section consists of a group of four statements. Please read each 
group of statements carefully and then select the one which best describes your feelings, 
over the past six months. Identify the statement by circling the letter next to it, i.e. if 
you think that statement (a) is correct, circle statement (a); it may be that more than one 
statement applies, in which case, please circle any that are applicable. 
1. (a) 1 do not worry about my health. 
(b) 1 occasionally worry about my health. 
(c) 1 spend much ofmy time worrying about my health. 
(d) 1 spend most of my time worrying about my health. 
2. (a) 1 notice aches/pains less than most other people (ofmy age). 
(b) 1 notice aches/pains as much as most other people (of my age). 
(c) 1 notice aches/pains more than most other people (of my age). 
(d) 1 am aware of aches/pains in my body all the time. 
3. (a) As a mIe 1 am not aware ofbodily sensations or changes. 
(b) Sometimes 1 am aware ofbodily sensations or changes. 
(c) 1 am often aware ofbodily sensations or changes. 
(d) 1 am constantly aware ofbodily sensations or changes. 
4. (a) Resisting thoughts ofillness is never a problem. 
(b) Most of the time 1 can resist thoughts of illness. 
(c) 1 try to resist thoughts ofillness but am often unable to do so. 
(d) Thoughts ofillness are so strong that 1 no longer even try to resist them. 
5. (a) As a mIe, 1 am not afraid that 1 have a serious illness. 
(b) 1 am sometimes afraid that 1 have a serious illness. 
(c) 1 am often afraid that 1 have a serious illness. 
(d) 1 am always afraid that 1 have a serious illness. 
6. (a) 1 do not have images (mental pictures) ofmyselfbeing ill. 
(b) 1 occasionally have images of myselfbeing ill. 
(c) 1 frequently have images ofmyselfbeing ill. 
(d) 1 constantly have images ofmyselfbeing ill. 
7. (a) 1 do not have any difficulty taking my mind offthoughts about my health. 
(b) 1 sometimes have difficulty taking my mind off thoughts about my health. 
(c) 1 often have difficuIty taking my mind offthoughts about my health. 
(d) Nothing can take my mind offthoughts about my health. 
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8. (a) 1 am lastingly relieved ifmy doctor tells me there is nothing wrong. 
(b) 1 am initially relieved but the worries sometimes retum later. 
(c) 1 am initially relieved but the worries always retum later. 
(d) 1 am not relieved if my doctor tells me there is nothing wrong. 
9. (a) ln hear about an illness 1 never think 1 have it myself. 
(b) If 1 hear about an illness 1 sometimes think 1 have it myself. 
(c) Ifl hear about an illness 1 often think 1 have it myself. 
(d) ln hear about an illness 1 always think 1 have it myself. 
10. (a) ln have a bodily sensation or change 1 rarely wonder what it means. 
(b) If 1 have a bodily sensation or change 1 often wonder what it means. 
(c) ln have a bodily sensation or change 1 always wonder what it means. 
(d) If 1 have a bodily sensation or change 1 must know what it means. 
Il. (a) 1 usually feel at very low risk for developing a serious illness. 
(b) 1 usually feel at fairly low risk for developing a serious ilIness. 
(c) 1 usually feel at moderate risk for developing a serious ilIness. 
(d) 1 usually feel at high risk for developing a serious ilIness. 
12. (a) 1 never think 1 have a serious ilIness. 
(b) 1 sometimes think 1 have a serious ilIness. 
(c) 1 often think 1 have a serious ilIness. 
(d) 1 usually think that 1 am seriously ill. 
13. (a) ln notice an unexplained bodily sensation 1 don't find it difficult to think about 
other things. 
(b) If 1 notice an unexplained bodily sensation 1 sometimes find it difficult to think 
about other things. 
(c) ln notice an unexplained bodily sensation 1 often find it difficult to think about 
other things. 
(d) ln notice an unexplained bodily sensation 1 always find it difficult to think about 
other things. 
14. (a) My family/friends would say 1 do not worry about my health. 
(b) My family/friends would say 1 have a normal attitude to my health. 
(c) My family/friends would 1 say 1 worry too much about my health. 
(d) My family/friends would say 1 am a hypochondriac. 
282 
For the following questions, please think about what it might be like ifyou had a serious 
illness of a type which particularly concems you (such as heart disease, cancer, multiple 
sclerosis and so on). Obviously you cannot know for definite what it would be like; 
please give your best estimate of what you think might happen, basing your estimate on 
what you know about yourself and serious illness in general. 
1 S. (a) If 1 had a serious iIlness 1 would still be able to enjoy things in my life quite a lot. 
(b) If 1 had a serious illness 1 would still be able to enjoy things in my life a little. 
(c) If 1 had a serious iIIness 1 would be almost completely unable to enjoy things 
in my life. 
(d) If 1 had a serious illness 1 would be completely unable to enjoy life at all. 
16. (a) If! developed a serious illness there is a good chance that modem medicine 
would be able to cure me. 
(b) If 1 developed a serious illness there is a moderate chance that modem medicine 
would be able to cure me. 
(c) If 1 developed a serious illness there is a very small chance that modem medicine 
would be able to cure me. 
(d) If 1 developed a serious illness there is no chance that modem medicine would be 
able to cure me. 
17. (a) A serious illness would min sorne aspects of my life. 
(b) A serious illness would min many aspects of my life. 
(c) A serious illness would min almost every aspect ofmy life. 
(d) A serious illness would min every aspect of my life. 
18. (a) If! had a serious illness 1 would not feel that 1 had lost my dignity. 
(b) If 1 had a serious illness 1 would feel that 1 had lost a little of my dignity. 
(c) If! had a serious illness 1 would feel that 1 had lost quite a lot ofmy dignity. 
(d) If 1 had a serious illness 1 would feel that 1 had totally lost my dignity. 
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Inventaire Bref d'Anxiétés sur la Santé 
Chaque question dans cette section consiste en une série de quatre énoncés. Veuillez lire 
attentivement chaque série d'énoncés et sélectioner celui qui semble le mieux décrire vos 
sentiments lors des six derniers mois. Veuillez encercler la lettre qui correspond à 
l'énoncé. Par exemple, si vous croyez que l'énoncé (a) correspond le mieux à comment 
vous vous sentez, veuillez encercler (a). Il se peut que plusieurs énoncés s'appliquent Si 
c'est le cas, veuillez encercler chacun qui s'applique. 
1. (a) Je ne m'inquiète pas de ma santé. 
(b) Je m'inquiète à l'occasion de ma santè. 
(c) Je passe beaucoup de mon temps à m'inquièter de ma santé. 
(d) Je passe la majorité de mon temps à m'inquièter de ma santé. 
2. (a) Je remarque les douleurs/maux moins que les autres personnes (de mon âge). 
(b) Je remarque les douleurs/maux autant que les autres personnes (de mon âge). 
(c) Je remarque les douleurs/maux plus que les autres personnes (de mon âge). 
(d) Je suis consciente des douleurs/maux dans mon corps en tout temps. 
3. (a) Habituellement, je ne suis pas consciente de sensations ou de changements 
corporels. 
(b) Je suis parfois consciente de sensations ou de changements corporels. 
(c) Je suis souvent consciente de sensations ou de changements corporels. 
(d) Je suis constamment consciente de sensations ou de changements corporels. 
4. (a) Résister aux pensées liées à la maladie n'est jamais un problème. 
(b) Je peux résister aux pensées liées à la maladie la majorité du temps. 
(c) J'essaie de résister aux pensées liées à la maladie mais j'en suis souvent incapable. 
(d) Les pensées liées à la maladie sont tellement fortes que je n'essaie même plus d'y 
résister. 
5. (a) Habituellement, je n'ai pas peur d'avoir une maladie grâve. 
(b) J'ai parfois peur d'avoir une maladie grâve. 
(c) J'ai souvent peur d'avoir une maladie grâve. 
(d) J'ai toujours peur d'avoir une maladie grâve. 
6. (a) Je n'ai pas d'images (mentales) de moi-même comme étant malade. 
(b) J'ai parfois des images de moi-même comme étant malade. 
(c) J'ai souvent des images de moi-même comme étant malade. 
(d) J'ai constamment des images de moi-même comme étant malade. 
7. (a) Je n'ai pas de difficultés à ne pas avoir de pensées au sujet de ma santé. 
(b) J'ai parfois de la difficulté à ne pas avoir de pensées au sujet de ma santé. 
(c) J'ai souvent de la difficulté à ne pas avoir de pensées au sujet de ma santé. 
(d) Rien ne peut m'empecher d'avoir des pensées au sujet de ma santé. 
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8. (a) Je suis soulagée à long tenne si mon medicin me dit que je n'ai rien. 
(b) Je suis soulagée initiallement mais les inquiétudes reviennent parfois plus tard. 
(c) Je suis soulagée initiallement mais les inquiétudes reviennent toujours plus tard. 
(d) Je ne suis pas soulagée si mon médecin me dit que je n'ai rien. 
9. (a) Si j'entends parler d'une maladie je ne pense jamais l'avoir moi-même. 
(b) Si j'entends parler d'une maladie je pense pafois l'avoir. 
(c) Si j'entends parler d'une maladie je pense souvent l'avoir. 
(d) Si j'entends parler d'une maladie je pense toujours que je l'ai. 
10. (a) Si j'ai une sensation corporelle ou je ressens un changement, je me demande 
rarement ce que ça signifie. 
(b) Si j'ai une sensation corporelle ou je ressens un changement, je me demande 
souvent ce que ça signifie. 
(c) Si j'ai une sensation corporelle ou je ressens un changement, je me demande 
toujours ce que ça signifie. 
(d) Si j'ai une sensation corporelle ou je ressens un changement, je dois toujour savoir 
ce que ça signifie. 
Il. (a) Je me sens habituellement à très faible risque de développer une maladie grâve. 
(b) Je me sens habituellement à faible risque de développer une maladie grâve. 
(c) Je me sens habituellement moyennement à risque de développer une maladie 
grâve. 
(d) Je me sens habituellement à haut risque de développer une maladie grâve. 
12. (a) Je pense jamais avoir une maladie grâve. 
(b) Je pense parfois avoir une maladie grâve. 
(c) Je pense souvent avoir une maladie grâve. 
(d) Je pense habituellement être grâvement malade. 
13. (a) Si je remarque une sensation corporelle inexplicable, je n'ai pas de difficulté à 
penser à autres choses. 
(b) Si je remarque une sensation corporelle inexplicable, j'ai parfois de la difficulté à 
penser à autres choses. 
(c) Si je remarque une sensation corporelle inexplicable, j'ai souvent de la difficulté à 
penser à autres choses. 
(d) Si je remarque une sensation corporelle inexplicable, j'ai toujours de la difficulté à 
penser à autres choses. 
14. (a) Ma famille et mes amis diraient que je ne m'inquiète pas de ma santé. 
(b) Ma famille et mes amis diraient que j'ai une attitude nonnale à propos de ma 
santé. 
(c) Ma famille et mes amis diraient que je m'inquiète trop de ma santé. 
(d) Ma famille et mes amis diraient que je suis hypochondriaque. 
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Pour les questions suivantes, veuillez penser à comment ça serait si vous aviez une 
maladie grâve d'un type qui vous dérange particulièrement (telle une maladie cardiaque, 
le cancer, la sclérose en plaques, etc.). Il est évident que vous ne pouvez pas savoir 
définitivement comment ça serait; veuillez compléter les questions suivantes en donnant 
votre meilleur estimation de ce que vous pensez pourrait arriver en basant cette estimation 
sur ce que vous connaissez de vous-même en rapport à la maladie en général. 
15. (a) Si j'avais une maladie grâve je serais tout de même capable de pleinement 
prendre plaisir dans les choses de ma vie. 
(b) Si j'avais une maladie grâve je serais tout de même capable de prendre un peu de 
plaisir dans les choses de ma vie. 
(c) Si j'avais une maladie grâve je serais presque totalement incapable de prendre 
plaisir dans les choses de ma vie. 
(d) Si j'avais une maladie grâve je serais totalement incapable de prendre plaisir dans 
les choses de ma vie. 
16. (a) Si je développais une maladie grâve il y a une bonne chance que la médecine 
moderne puisse me guérir. 
(b) Si je développais une maladie grâve il y a une moyenne chance que la médecine 
moderne puisse me guérir. 
(c) Si je développais une maladie grâve il y a très peu de chance que la médecine 
moderne puisse me guérir. 
(d) Si je développais une maladie grâve il n'y a pas de chance que la médecine 
moderne puisse me guérir. 
17. (a) Une maladie grâve ruinerait certains aspects de ma vie. 
(b) Une maladie grâve ruinerait plusieurs aspects de ma vie. 
(c) Une maladie grâve ruinerait presque tous les aspects de ma vie. 
(d) Une maladie grâve ruinerait tous les aspects de ma vie. 
18. (a) Si j'avais une maladie grâve je ne sentirais pas que j'avais perdu ma dignité. 
(b) Si j'avais une maladie grâve je sentirais que j'avais perdu un peu de ma dignité. 
(c) Si j'avais une maladie grâve je sentirais que que j'avais perdu beaucoup de ma 
dignité. 
(d) Si j'avais une maladie grâve je sentirais que j'avais totalement perdu ma dignité. 
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McGiII" Melzack Pain Questionnaire 
Patient's Name _______ Date; _______ _ 
PRI: S A E M(S) M(AE) ___ M(T) PRI(T)_ 








4 ~r:g 116 =-
l.aeetating li MiMrabIe 
5 PInehlng 1 IntenSe 
Pressing j! Unbeatable 
Gnawing 117 Spteeding 
Cramplng ..Ji Radiating 
Cnl$hing ..Jj penetratJng 
6 Tugging ~ Pullins 18 TIght 
Wrenchl 1 Humb 
7 Hot 1 Orawing 
Buming 1 Squeexing 
Sealdlng 'ii Turing 
Searlng ï 1-'-9 "';COo;';;;;;';;'1 ;':"'---1 
a ïmgling il ÇoId 
Itchy :J l Freezing 
Smarting nE Haggmg 
Stinging I! Nauseatîng 
9 Oul; _1 Agonizlng 
Sore 1 i Oreadful 
Hurtlng ï i Torturlng 
=~ -li 0 No:n 
10 Tender ,1 1 MlIô 
Tout ï: 2 Oiseomforting 
Rasping ---i! 3 Distl'el!l$lng 






Questionnaire Melzack sur la douleur (McGiII) 
Nom du Patient _____________ Date ______ _ 
PRI S A E ___ M (S) M (AE} ___ M (Tl PRI {ï} __ _ 
{HO) {11-1:i (16) (11-19) {20} (17-20) (1-20) 
OUÎ tremblctte -t 12 E:ee::rante 
E!eceante Oui tremble --, 
Oui pèite --tl--------j 
Qui bar .=i 13 E!)e:.::ante 
Qui élance E~nte 
Oui ma. .. èle T etritiante 






























., Ouis~c! ~ 
Oui '''''Ire 
I--------il Oui transperu 































Pénible --11r- ----rI oisr.ante ___ PF! 
t"i ~-O-Se-ns-ib-Ie---:J---l'I 
Crispée ~ 0 Pa de couleur _ 
Oui écore.'!e • 1 Faible =i 
Oui !end ~ 23 Ineol'l1cr.able r-------------~! Nr~ 
11 Fatiguante 4 Sèvm 
Epuisante 




""'!~.-..o-;;.... Ouvertu ... 
o»furâlllTl 
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rvnrvc -Synonyms Test 
In e.ô.cil group of six words below underiine the word whlch means the !a::lle as the word in heavy 
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Pain Anxiety Symptoms Scale 
Individuals who experience pain develop different ways to respond to that pain. We 
would like to know what you do and what you think about when in pain. Please use the 
rating scale below to indicate how often you engage in each of the following thoughts or 
activities. Cirele any number from 0 (NEVER) to 5 (ALWAYS) for each item. 
1. 1 think that if my pain gets too severe, it will never decrease. 
Never 
1 2 3 4 
Always 
5 
2. My mind is calm when 1 am in pain. 
Never 
1 2 3 4 
Always 
5 
3. When 1 feel pain, 1 try to stay as still as possible. 
Never 
1 2 3 4 
4. 1 become sweaty when in pain. 
Never 





5. When 1 feel pain, 1 am afraid that something terrible will happen. 
Never 
2 3 4 
Always 
5 
6. My thoughts are agitated and keyed up as pain approaches. 
Never 




7. 1 go immediately to bed when 1 feel severe pain. 
Never 
1 2 3 4 
Always 
5 
8. Even though it hurts, 1 know that l'm going to be O.K. 
Never Always 
1 2 345 
9. My body gets shaky when 1 hurt. 
Never 
1 2 3 4 
Always 
5 
10. 1 feel disoriented and confused when 1 hurt. 
Never Always 
1 2 345 
Il. When pain gets severe, 1 caU my doctor or go to the emergency room. 
Never Always 
1 2 345 
12.1 begin trembling when engaged in an activity that increases pain. 
Never Always 
1 2 345 
13. When 1 feel pain, 1 become afraid of dying. 
Never 
1 2 3 4 
Always 
5 




15. 1 will stop any activity as soon as 1 sense pain coming on. 
Never Always 
1 2 345 
16. Even if 1 do an activity that causes pain, 1 know it will decrease later. 
Never Always 
1 2 345 
17. Pain seems to cause my heart to pound or race. 
Never Always 
1 2 345 
18. 1 think 1 have a serious medical problem that my physician has failed to uncover. 
Never Always 
2 345 
19. As soon as pain cornes on, 1 take medication to reduce it. 
Never Always 
1 2 345 
20. 1 have pressure or tightness in my chest when in pain. 
Never Always 
2 345 
21. When 1 feel pain 1 think that 1 might be seriously ill. 
Never 
2 3 4 
Always 
5 
22. During painful episodes it is difficult for me to think of anything besides the pain. 
Never 




23. 1 avoid important activities when 1 hurt. 
N ever Always 
1 2 345 
24. When 1 sense pain, 1 feel dizzy or faint. 
Never Always 
1 2 3 4 
25. Pain sensations are terrifying. 
Never 




26. When 1 hurt, 1 think about the pain constantly. 
Never 
1 2 3 4 
Always 
5 
27. 1 take medication if 1 know 1 need to do something that usually increases pain. 
Never Always 
1 2 345 
28. 1 have trouble catching my breath when 1 have pain sensations. 
N~cr M~~ 
1 2 345 
29.1 dread feeling pain. 
Never 
1 2 3 4 
Always 
5 
30. 1 am bothered by unwanted thoughts when l'm in pain. 
Never Always 
1 2 345 
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31. If a chance cornes to do something 1 enjoy, 1 do it even if it causes pain. 
Never Always 
1 2 345 
32. Pain makes me nauseous. 
Never 
1 2 3 4 
Always 
5 
33. When pain cornes on strong, 1 think that 1 might become paralyzed or more disabled. 
Never Always 
1 2 345 
34.1 find it hard to concentrate when 1 hurt. 
Never Always 
2 345 
35.1 seek reassurance that 1 am O.K. during times ofmore severe pain. 
Never Always 
2 345 
36. 1 find it difficult to calm my body down after periods of pain. 
Never Always 
2 345 
37.1 worry when 1 am in pain. 
Never 
2 3 4 
Always 
5 




39.1 try to avoid activities that cause pain. 
Never Always 
1 2 345 
40. 1 can think pretty c1early even while experiencing severe pain. 
Never Always 
1 2 345 
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Pain Anxiety Symptoms Scale - 20 (Short Form) 
Individuals who experience pain develop different ways to respond to that pain. We 
would like to know what you do and what you think about when in pain. Please use the 
rating scale below to indicate how often you engage in each of the following thoughts or 
activities. Circ1e any number from 0 (NEVER) to 5 (ALWAYS) for each item. 
1. 1 think that if my pain gets too severe, it will never decrease. 
Never 
1 2 3 4 
Always 
5 
2.1 try to avoid activities that cause pain. 
Never 
1 2 3 4 
3.1 can't think straight when in pain. 
Never 





4. When 1 feel pain, 1 am afraid that something terrible will happen. 
Never Always 
1 2 3 4 5 
5. 1 go immediately to bed when 1 feel severe pain. 
Never 
2 3 4 
Always 
5 
6. When 1 feel pain 1 think that 1 might be seriously ill. 
Never 




7. Pain seems to cause my heart to pound or race. 
Never Always 
1 2 345 
8. During painful episodes it is difficult for me to think of anything besides the pain. 
Never 
1 2 3 4 
Always 
5 
9. As soon as pain cornes on, 1 take medication to reduce it. 
Never Always 
1 2 345 
10. When 1 sense pain, 1 feel dizzy or faint. 
Never Always 
1 2 345 
Il. Pain sensations are terrifying. 
Never 
1 2 3 4 
Always 
5 
12. When 1 hurt, 1 think about the pain constantly. 
Never 
2 3 4 
Always 
5 
13. 1 avoid important activities when 1 hurt. 
Never Always 
2 345 
14. Pain makes me nauseous. 
Never 




15. When pain cornes on strong, 1 think that 1 might become paralyzed or more disabled. 
Never Always 
1 2 345 
16. 1 find it hard to concentrate when 1 hurt. 
Never 
1 2 3 4 
Always 
5 
17. 1 find it difficult to calm my body down after periods of pain. 
Never 
1 2 3 4 
18. 1 worry when 1 am in pain. 
Never 





19.1 begin trembling when engaged in an activity that increases pain. 
N ever Always 
1 2 345 




Pain Anxiety Symptoms Scale - 20 (Short-Forml Version Française) 
Les individus qui ressentent de la douleur développent différents moyens de réagir à cette 
douleur. Nous aimerions savoir ce que vous faites et ce que vous pensez quand vous 
ressentez la douleur. Veuillez utiliser l'échelle ci-dessous afin d'indiquer à quelle 
fréquence vous avez ces pensées ou ces réactions. Encerclez le chiffre correspondant à 
votre réponse (0 = JAMAIS, 5 = TOUJOURS) pour chacun des items suivants. 
1. Je crois que si ma douleur devient trop sévère, elle ne diminuera jamais. 
Jamais Toujour 
1 2 3 4 5 
2. J'essaie d'éviter les activités qui me causent de la douleur. 
Jamais Toujour 
1 2 3 4 5 
3. Je ne peux penser adéquatement quand je ressens de la douleur. 
Jamais Toujour 
1 2 3 4 5 
4. Quand je ressens de la douleur, j'ai peur que des choses terribles se produisent. 
Jamais Toujour 
2 3 4 5 
5. Je vais immédiatement au lit quand je ressens une douleur sévère. 
Jamais Toujour 
2 3 4 5 
6. Quand je ressens de la douleur, je pense que je pourrais être gravement malade. 
Jamais Toujour 
2 3 4 5 
302 
7. La douleur semble m'occasionner des battements de cœur forts et rapides. 
Jamais Toujour 
1 2 345 
8. Lors d'épisodes de douleur, il est difficile pour moi de penser à autre chose qu'à la 
douleur. 
Jamais 
1 2 3 4 
Toujour 
5 
9. Dès que la douleur apparaît, je pend des médicaments pour la diminuer. 
Jamais 
1 2 3 4 
Toujour 
5 
10. Quand je ressens de la douleur, je me sens étourdie ou faible. 
Jamais 
1 2 3 4 
Toujour 
5 
1 1. Les sensations douloureuses sont terrifiantes. 
Jamais 
1 2 3 4 
Toujour 
5 
12. Quand je souffre, je pense à la douleur constamment. 
Jamais 
1 2 3 4 
Toujour 
5 
13. J'évite les activés importants lorsque je souffre. 
Jamais 




14. La douleur me donne la nausée (mal de cœur). 
Jamais 
1 2 3 4 
Toujour 
5 
15. Quand la douleur devient trop forte, je pense que je pourrais paralyser ou devenir 
encore plus limitée (entravée dans la vie quotidienne). 
Jamais 
1 2 3 4 
Toujour 
5 
16. Je trouve difficile de me concentrer lorsque je souffre. 
Jamais 
1 2 3 4 
Toujour 
5 
17. Je trouve difficile de me relaxer après un épisode de douleur. 
Jamais 
1 2 3 4 
Toujour 
5 
18. Je m'inquiète lorsque je ressens de la douleur. 
Jamais 
1 2 3 4 
Toujour 
5 
19. Je tremble lorsque je m'engage dans une activité qui augmente la douleur. 
Jamais 
1 2 3 4 
Toujour 
5 
20. l'arrête toute activité aussitôt que je sens la douleur venir. 
Jamais 
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t •• 
1 » tr'"_ ...... _: s 
Wc m iufe:esœ4 in 1hc types oflhoughts and idinp 1bat youhave l\hm J'OU- iD pain. Lisœd beIDw 
are tbirteea statemems descrl:biDg c1iffeteut dDJ81dS" âe1inp tbat DIa)" he _dito.! with pain. UIiDg 
the following scak, please iDcticaœ the "'10 vdûch youhaw: tbese ~ aad h1inp whIIIIl)'GU. 
aœ~pain. 







1 fecl 1 can't go on. 
Ifs awful and l feeI 1bat it overWhelms me. 
l feel 1 can't stmld it anymore. 
1 become afraid tbat the pain will get worse. 
11 1 l keep thinking of othe:r painful events. 
.0 l anxiously want the pain to go away • 
.1 ! 1 can't sec:m ta kccp it out of my n:ûnd.. 
1.1 ! 1 keep thinking abouthow mnch it hum. 
Il D 1 keep thin1cing about how badly 1 want the pain te> stop. 
Il D There's nothing l can do to reduce the intensity of the pain. 
Il 0 l wonder wbetber something serious may bappen. 
_Toûd 
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#C .. . :1 » 
Nom: Age: Se:xc: Date: ____ _ 
Chacun d'entre nous aura à subir des expériences douloureuses. Cela peut &le la douleur associée aux 
maux de tete. à un mal de dent, ou encore la douleur 1TU'SC'QIaiœ ou amt arricn1J'fÎmS n DOUS mivc SOUVQlt 
d'avoir à subir des expérie:nces douloureuses telles que la maJadj~ une blessure. un traitem= deataiœ ou. 
me ~chiru:tgicale. 
Dans le présent questionnaire, nous VOUS demandtms de déaire lc;seme de peœêcs et cfhnotions que VOUS 
avez qnand VOUS avez de la doulear. Vous trouverez ci-dessous Ù'CÎZe éT:loŒà .décrlvaot c!it'Œlcntcs pem6cs 
et émotions qui peuvent être assoCiées à la douleur. Veuillez indiquer à quel point VOUS avez ces pecsées 
et émotions. selon r~c ci-dessous. quand YOUS avez de la douleur. 
o -pas du tout 1 - quelque peu 2 - de façon modéré 3 - beaucoup 4 - tout le temps 
QIUlIUl j'llÏ de 14 douJeur_ 
10 j'ai peur qurù n'y aura pas de :fin à la douleur.. 
10 je sens que je ne peux pas continuer. 
JO c'est teInole et je pense que ça ne s'améliorera jamais. . 
,0 c'est affi'eux et je sens que c'est plus fort que moi. 
50 je sens que je ne peux plus supporter la douleur. 
.0 j'ai peur que la douleur s'empire. 
70 je ne fais que penser à d'autres expériences douloureuses . 
. 0 avec inquiéwde, je souhaite que la douleur disparaisse. 
,0 je ne peux m'empêcher d'y penser. 
100 je ne fais que penser à quel point ça fait mal. 
Il 0 je ne fais que penser à quel point je veux que la douleur disparaisse. 
Il i 1 il n'y a rien que je puisse faire pour réduire l'intensité de la douleur. 
[J 0 je me demande si quelque chose de grave va se produire . 
••• Totlll 
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Pain Vigilance A wareness Questionnaire 
Different individuals experience pain in different ways. Think of your behaviour over the 
last 2 weeks and indicate how frequently, on a scale from 0 (never) to 5 (always), each 
item was a true description of you. 
Always 
1. 1 am very sensitive to pain ........................................................ 0 1 2 3 4 5 
2. 1 am aware of sudden or temporary changes in pain ................ O 1 2 3 4 5 
3. 1 am quick to notice changes in pain intensity ......................... O 1 2 3 4 5 
4. 1 am quick to notice effects ofmedication on pain ................... O 1 2 3 4 5 
5. 1 am quick to notice changes in location or extent of pain ....... O 1 2 3 4 5 
6. 1 focus on sensations ofpain ..................................................... 0 1 2 3 4 5 
7. 1 notice pain even ifI am busy with another activity ............... O 1 234 5 
8. 1 find it easy to ignore pain ........................................................ 0 1 2 3 4 5 
9. 1 know immediately when pain starts or increases .................... O 1 2 3 4 5 
10. When 1 do something that increases pain, the first thing 1 do is check to see how 
much pain was increased ....................................................................... 0 1 2 3 4 5 
11. 1 know immediately when pain decreases ................................. O 1 2 3 4 5 
12. 1 seem to be more conscious of pain than others ...................... O 1 2 3 4 5 
l3. 1 pay close attention to pain ....................................................... 0 1 2 3 4 5 
14. 1 keep track of my pain level.. .................................................... 0 2 3 4 5 
15. 1 become preoccupied with pain ................................................ O 1 2 3 4 5 
16. 1 do not dwell on pain ................................................................ 0 1 2 3 4 5 
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Pain Vigilance Awareness Questionnaire (V ers ion Française) 
Différentes personnes éprouvent des douleurs de façons différéntes. Pensez à votre 
comportement lors des 2 dernières semaines et veuillez indiquer, sur l'échelle de 0 
(jamais) à 5 (toujours), la fréquence avec laquelle chacun des énoncés était une vraie 
description de vous. 
Jamais Toujours 
1. Je suis très sensible à la douleur ............................................... 0 1 2 3 4 5 
2. Je suis consciente de changements soudains ou temporaires 
dans la douleur .......................................................................... 0 1 2 3 4 5 
3. Je remarque rapidement les changements dans l'intensité de 
la douleur .................................................................................. 0 1 2 3 4 5 
4. Je remarque rapidement les effets de la médication 
sur la douleur .............................................................. 0 1 2 3 4 5 
5. Je remarque rapidement les changements dans l'endroit où 
se situe la douleur et son intensité ............................................ O 1 2 3 4 5 
6. Je me concentre sur les sensations de douleur .......................... O 1 2 3 4 5 
7. Je remarque la douleur même si je suis occupée .................... 0 1 2 3 4 5 
8. Il m'est facile d'ignorer la douleur ........................................... O 1 2 3 4 5 
9. Je sais immédiatement quand la douleur commence ou 
augmente ................................................................................... 0 1 2 3 4 5 
10. Lorsque je fais quelque chose qui augmente la douleur, la 
première chose que je fais c'est de vérifier à quel point la 
douleur a augmenté ................................................................... 0 2 3 4 5 
11. Je sais immédiatement quand la douleur diminue .................... O 1 2 3 4 5 
12. Je semble être plus consciente des sensations douloureuses 
que d'autres ............................................................................... 0 1 2 3 4 5 
13. Je suis très attentive à la douleur ............................................... 0 2 3 4 5 
14. Je suis l'intensité de ma douleur. ............................................... 0 2 3 4 5 
15. Je deviens préoccupée par la douleur ........................................ O 1 2 3 4 5 
16. Je ne m'attarde pas à la douleur ................................................ O 1 2 3 4 5 
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· SELF-EVALUATION QUESTIONNAIRE 
Developed by Charles D. Spie!berger 
ln cç"it .. N1rn(~On wifh 
R. L. Gor5\lch. R. lu~hc!'le. P. R. Vagg. and G. A. lacob~ 
STA! fnrm Y.I 
Name _______________________ Date _____ S _._ 
Age ___ - Sel<: M __ F __ 
DIRECTIONS: A nurn~r of s:ater:len!s which people have used [0 
descril;e themselve, are given be!ow. Read e:lth 1>{atemen( and lhen 
biacke:1 in the appropria!e cirde 10 the right of the statement to indi-
Crlte how you fce! riShf now, Ihat is, m lhis mr;m~nf. There are no righ! 
or wfong an5wers. Do not spend too tnHch lime cm ::lI1y one s!:ltemcnt 
but give the answer which seems to de:;cribe your present feelings be:;:. 
1. 1 kd (,;Jj III •.•....... , ........ ,.,. 
2 J ft-d ~t·CtlIT ••.......•. 
:) . 1;1:l1 t (' :J5C •.. , ••••. 
5. f l'cd \!l'~C! ....... ,........ . ..... . 
f. 
li. 
12 1 fcd IH:rYOtt~ .•. ' ............ . 
U. !;lInjinc:-y ., .................. , ..................... , .... . 
!5. r ;nn rcbxed 
! tï. l kd cont(.'lll 
1 ï. l am Wilfried 
1 S 1 fccI tOnftlscd ..... . 
, ~ •• < •• y • • • .. • • ........ , • • • • •• 1 • • 
'O j ~, , 























!:. (~, (il 
a, {;~ t., 
(f'; t1: E) 
r:: (j) «1 
r.. (h ('j 
C;. (1'; t~; 
."~ l' Vi 
., ~>3' ~, 
{7- e (!~ 
r;' ~:: ' ~'?-~ 
1; ,-;, f7' 
(: :1' {~ 
r; (J' r.' 
r: ç" '<,~.< 
(T. f}: ~) 
f;: ~; '!..~ ,'. 
(D 0:' t7'~ ", 
fT, j~, ,,~, 
r; (3; (i: 
r;, .~ f!;, ~-:: 
SELF-EVALUATION QUESTIONNAIRE 
!.rhf F .... t» Y-2 
N:rllH: __ ~ _____________ - ________ f);tl(' -----__ _ 
}'1~~ ~~ :,'}? 
DIRECTIONS: A 1lIimher or $l~lcmC/lI~ which people Imve ll~cd 10 
dd;cribethem~c!ve~ arc givcl1 bc!ow, Rend c:,u:h lill1lcmenl and Chen 
blacken in the nprropri;1le cîrde ln lhe righl of Ihe $In!emen! 10 in-
dk~te how YOI! g~!I('ra;~v [ccl. TIlen: MC no ri~hl or '-"rollg am;wu;o;, Do 
nol sjlCné 100 mueh lime 011 any cme :;(nlemcn( hu! give 111$ 311swer 
which SCe!llS In rk:>(.'rihc how Y{"III ~cnCI nlly f('cL 
22, 
2~, 
!2fi. 1 fi'cf I .. ~lnl 
;\(i. 1 :1111 cOlllenl .. ' 
mine! 
1n. 1 grl in;: .<1;:1(' ,,1 lCI1<:nJl III 1l/l'lIIoi! ;I~ J Il,il1k O',CT Illy rcrcll! (,OIHTl'!I~ 
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Spielberger State Anxiety Inventory (Version Française) 
Consigne: Voici un certain nombre d'énoncés que les gens ont l'habitude d'utiliser pour 
se décrire. Lisez chaque énoncé, puis encerclez le chiffre approprié à droite de l'exposé 
pour indiquer comment vous vous sentez présentement, c'est-à-dire à ce moment précis. 
Il n'y a pas de bonnes ou de mauvaises réponses. Ne vous attardez pas trop sur chaque 
énoncé, mais donnez la réponse qui vous semble décrire le mieux les sentiments que vous 
éprouvez en ce moment. 
(1) «pas du tout» ; (2) «un peu»; (3) «modérément»; (4) «beaucoup» 
l. Je me sens calme 1 2 3 4 
2. Je me sens en sécurité 1 2 3 4 
3. Je suis tendu(e) 1 2 3 4 
4. Je me sens surmené(e) 1 2 3 4 
5. Je me sens tranquille 1 2 3 4 
6. Je me sens bouleversé(e) 1 2 3 4 
7. Je suis préoccupé(e) présentement par des contrariétés possibles 1 2 3 4 
8. Je me sens comblé(e) 1 2 3 4 
9. Je me sens effrayée e) 1 2 3 4 
10. Je me sens à l'aise 1 2 3 4 
Il. Je me sens sûre e) de moi 1 2 3 4 
12. Je me sens nerveux(se) 1 2 3 4 
13. Je suis affolé(e) 1 2 3 4 
14. Je me sens indécis(e) 1 2 3 4 
15. Je suis détendue e) 1 2 3 4 
16. Je me sens satisfait(e) 1 2 3 4 
17. Je suis préoccupé( e) 1 2 3 4 
18. Je me sens tout(e) mêlé(e) 1 2 3 4 
19. Je me sens les nerfs solides 1 2 3 4 
20. Je me sens bien 1 2 3 4 
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Spielberger Trait Anxiety Inventory (Version Française) 
Consigne: Voici un certain nombre d'énoncés que les gens ont l'habitude d'utiliser pour 
se décrire. Lisez chaque énoncé, puis encerclez le chiffre approprié à droite de l'exposé 
pour indiquer comment vous vous sentez en général. Il n'y a pas de bonnes ou de 
mauvaises réponses. Ne vous attardez pas trop sur chaque énoncé, mais donnez la 
réponse qui vous semble décrire le mieux les sentiments que vous éprouvez de façon 
générale. 
(1) «presque jamais» ; (2) « quelquefois» ; (3) « souvent» ; (4) « presque toujours» 
21. Je me sens bien 1 2 3 4 
22. Je me sens nerveux(se) et agité(e) 1 2 3 4 
23. Je me sens contentee) de moi 1 2 3 4 
24. Je souhaiterais être aussi heureux que les autres semblent l'être 
1 2 3 4 
25. J'ai l'impression d'être un(e) raté(e) 1 2 3 4 
26. Je me sens reposé(e) 1 2 3 4 
27. Je ressens un grand calme 1 2 3 4 
28. Je sens que les difficultés s'accumulent au point que je ne peux pas en venir à bout 
1 2 3 4 
29. Je m'en fais trop pour des choses qui n'en valent pas vraiment la peine 
1 2 3 4 
30. Je suis heureux(se) 1 2 3 4 
3l. l'ai des pensées troublantes 2 3 4 
32. Je manque de confiance en moi 1 2 3 4 
33. Je me sens en sécurité 1 2 3 4 
34. Je prends des décisions facilement 1 2 3 4 
35. Je ne me sens pas à la hauteur 1 2 3 4 
36. Je suis satisfaite e) 1 2 3 4 
37. Des idées sans importance me passent par la tête et me tracassent 
1 2 3 4 
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38. Je prends les désappointements tellement à cœur que je n'arrive pas à me sortir de la 
tête 1 2 3 4 
39. J'ai les nerfs solides 1 2 3 4 
40. Je deviens tendu(e) ou bouleversé(e) quand je songe à mes préoccupations actuelles 
1 234 
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Subjective Sexual Arousal Questionnaire 
Please circ1e the number which best describes yOuf experience: 




2 3 4 5 6 




























5. Did watching the video make yOll feellike having sex with a partner? 
not 
at aIl 









2 3 4 5 6 7 
very 
much 














3 4 5 6 7 
a lot of 
lubrication 









10. Did the process of measuring yOuf touch and pain thresholds affect your sexual 
arousaI? 
YES 
a) If yes, did it increase it or decrease it? 












Il. During threshold testing, where was your attention focused? 
1 
Completely 
on the testing 
2 3 4 5 6 7 
Completely 
on the film 
12. Is there anything else you would like to say about this film? 
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Questionnaire sur l'Excitation Sexuelle Subjective 
S.V.P. évaluez chacune des questions sur une échelle de 0 à 7: 
1. Dans l'ensemble, à quel point étiez-vous détendue durant ce film? 
1 
pas du tout 
2 3 4 5 6 7 
très détendue 
2. Dans l'ensemble, à quel point avez-vous apprécié le film? 
1 
pas du tout 
2 3 4 5 6 7 
énonnément 
3. Dans l'ensemble, à quel point étiez-vous excitée sexuellement durant ce film? 
1 
pas du tout 
2 3 4 5 6 7 
très excitée 
sexuellement 
4. Dans l'ensemble, à quel point étiez-vous mentalement excitée durant le film? 
1 
pas du tout 
2 3 4 5 6 7 
très excitée 
mentalement 
5. Est-ce que visionner ce film vous a donné envie d'avoir une relation sexuelle avec 
votre partenaire? 
2 3 4 5 6 7 
pas du tout oui, beaucoup 
6. Est-ce que visionner ce film vous a donné envie de vous masturber? 
2 3 4 5 6 7 
pas du tout oui, beaucoup 
7. Dans l'ensemble, à quel point étiez-vous physiquement excitée durant le film? 
2 3 4 5 6 7 
pas du tout très excitée 
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8. À quel point avez-vous senti un changement dans vos parties génitales durant le 
visionnement du film? 
1 
pas du tout 
2 3 4 5 6 7 
beaucoup 
9. Comparer à votre degré d'excitation sexuelle lors des relations avec votre partenaire, à 
quel point étiez-vous plus ou moins excitée sexuellement durant le film? 
1 
mois excitée 
2 3 4 5 6 7 
plus excitée 
10. Est-ce que les procédures utilisées pour mesurer vos sensations ont affecté votre 
excitation sexuelle? OUI NON 
~ Si oui, est-ce qu'elles ont augmenté ou diminué votre excitation sexuelle? 









Il. Durant les procédures utilisées pour mesurer vos sensations, votre attention était 
dirigée sur quoi? 
1 2 
Complètement 
sur les procédures 
3 4 5 6 7 
Complètement sur le film 
12. Est-ce qu'il y a quelque chose d'autre que vous aimeriez dire par rapport au film? 
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GYNECOLOGICAL EXAMINATION 
Date _________ _ 





D~of~tmœ~omre _________ __ 
















































LESI0NSIEROSIONtSCA,BRING&UCROP APILLOMAICONPTI.OMA (code as UE/SIM[Ç) 
© 
Qther :-i mificam ctinical Gndînis h1 yylva 
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PAINRATING 








Musçylar contractions ( outer tlNd. 's;vru;or ani ) 
(gyne) (pt) 
&fore examination 
Touching the vulva 
Insertion of speculum 
Insertion of fmger 
v AGlNAL ATROPHY INDEX 














Total V Al score 
PROLAPSED MUCOSA 
< 1 fmgerbreadth 
Thin. friable 
Shonened 












cen>1x without motion 
corpus .... imout motion 
cervix wim motion . 
corpus 'Wim motion 
rIE RUS 
Pain at vaginal examination alone __ 
Pain aL bimanu.al examination _ 
mobile uterus 
immobile uterus _ 
cervical ectropion yes no don'tknow 
cervical polyp yes no doo'tknow 
prolapsed uterus yes no doo'tknow 
fibroids yes no doo'tknow 
anœvened uterus yes no don'tknow 
intermediaœ uterus yes no doo'tknow 
retrover..ed uterus yes no don'tknow 
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Pain at va~nal examination aione __ 
Pain at bimanual examination __ 







PAIN RELAJE) DIAGNOSES 
(please tank order yOU! diagnoses) 
No rmdings linked te dyspa.reunia 























Congenital anatomicai anornaiy 
Candidiasis 
Other (ple.ase specify) 
NQN.PAlN RELATED DIAGNOSES 
1. ________ _ 
" 
k,, _________ _ 
3. ________ _ 
4., __________________ __ 
5. _________ _ 
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Standardized Gynecological Examination Form used in Study 2: 
The Influence of Sexual Arousal on Sensation 
1 Description de la vulve 
a) Clitoris (cocher la case appropriée selon la situation) 
b) Petites lèvres (cocher la case appropriée selon la situation) 
c) Sillon interlabial (cocher la case appropriée selon la situation) 
Normal D Cicatrice de fissure ancienne D Fissure active 
,~l~~~_!ib~!~ : avant l~ test ~u c()t~.I.!:::~_G~ __ (~~~!?:~~J~~~~_~~l?l?!:~P!t~~_~~I_()I?:!~_~~~!i9.}!L ___ , 
i Normal D i Er\1thème D i Fissure D i Svnéchie D i >--______ .... • _._._ .. ____ ~.J..~ _______ .. _..:.. ... _. __ .... __ .. ____ ... ___ ........ _ .... __ . ____ .. _._ .. _ ... ___ •. _ ...... _ ............. _ ...... ~_.::.~_ .... _ ..__ ... ______ . _ _l 
Utilisation d'un traitement pour infection: OUI NON 
Type de traitement utilisé: ________________________ _ 
Informations supplémentaires, autres éléments cliniques ou diagnostiques: 
II Test du coton-tige 
a) Exposer la muqueuse vestibulaire et frotter le coton-tige délicatement sur celle-ci, 
parallèlement à la surface pendant 5 à 10 secondes. Décrire l'aspect de la muqueuse après 
l'examen et demander à la patiente de grader la douleur. 
~~p~~!~!!~~~m~!!!~ ....................... _ 
! 0 - ! Normal 
1 -
, .. _-_ ............ _ ....... +·o-~··· __ ·_·_· __ ··_----_·· 
odéré 
issure et/ou abrasion 
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Douleur perçue par la patiente suite au frottement 
o 1 2 3 4 
Aucune Douleur 
Jusqu'à quel point était-ce désagréable? 
o 
Pas du tout 
désagréable 





La douleur reproduit-elle celle perçue lors des relations sexuelles? 










Informations supplémentaires, autres éléments cliniques ou diagnostiques : 
b) Exposer vestibulaire. Appuyer le coton-tige perpendiculairement à la 
2 secondes à 3h, 6h, 9h selon l'ordre suivant: 
Douleur perçue par la patiente : 
À3h 








2 3 4 
2 3 4 
Demander à la patiente d'évaluer la douleur. 
5 6 7 8 
5 6 7 8 
5 6 7 8 
9 10 
Douleur la plus 
intense 
9 10 
Douleur la plus 
intense 
9 10 
Douleur la plus 
intense 
La douleur reproduit-elle celle perçue lors des relations sexuelles? 
Oui Peut-être Non 
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Informations supplémentaires, autres éléments cliniques ou diagnostiques : 
III Tension musculaire 
Après application du lubrifiant, insérer un doigt a/n tiers inférieur du vagin en faisait une 
pression soutenue de 3 secondes à 6h, 4h et 8h. Demander à la patiente d'évaluer la 
douleur. 
Douleur perçue par la patiente: 
À6h 








2 3 4 
2 3 4 
5 6 7 
5 6 7 
5 6 7 




2 3 4 5 6 7 
La douleur reproduit-elle celle perçue lors des relations sexuelles? 






Douleur la plus 
intense 
9 10 
Douleur la plus 
intense 
9 10 





Informations supplémentaires, autres éléments cliniques ou diagnostiques: 
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IV Utérus, annexes 
Palpation de l'utérus, des annexes et du cul de sac postérieur: 
Décrire toute autre anomalie à l'examen incluant la douleur (fibrome, kyste, 
endométriose, etc.): 
V Impression de l'examinateur 
La douleur coïtale est probablement causée par (cocher la case appropriée): 
a) Inflammation des tissus mous: 
1- Vestibulite D 
2- Fissure D 
3- Lichen plan D 
4- Lichen scléreux D 
b) Contraction des muscles périnéaux D 
c) Autre. D 
Spécifier: 
Recommandation(s) du médecin examinateur (suivi, autre(s) examen(s), référence à 
autre MD spécialiste, etc.): 
Signature du médecin: _________________ _ 
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Stroop Stimuli 
Pain Words Pain Control Social-Threat Social-Threat Positive Positive 
Words Words Control Words Control 
Words Words 
buming dressed despise lronmg adored lounge 
stabbing arrnchairs teased blinds rejoice toaster 
shooting concrete lonesome wardrobe brave fence 
seanng tamish alone glass daring chimney 
cutting setting dislike heating gentle sheets 
throbbing detergent idle Wlpe happiness msurance 
ache loaf blamed aerial helpful blanket 
lacerate overheat shy mg joyful teapot 
hurt gate coward boards smart shelf 
sting wash avoid frame wonderful buildings 
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Answers tG Sorne ofYour QUe5t10US About Vul'\TaT Vestibulitis Svndrome (VVS) 
'Vhat is VulvaT Vestibulitis Syndrome: 
Vclvar Vestibuli::s Svndrome r~-;·-S) is one of the moS! commor:. cause~ of :25nful 
inœ:cours~ in wome!l u::dertne age of .:.~. Tne exact prevalence ofVVS is IlOt bo~'::', but 
approximateiy 10-15% of pre-menopal:5:! women compla!n of recurrenr pain during :"llrercourse. 
Women V;iÙl "'VS report: experiencing :; hlghly loc::ùized, burning and/or clnüng pai:. al the 
entrance of the yagina (dled the vulva:' ';estibule) during sex:ual inœrceu.~e as weil as du..'"Ïng 
other ac!hiües that involve' applyi.rtg P:;i:::.u-e tO the vestibcie (e.g., tampon irue:-do::., 
gyne~ologic:ù exa..ë.S, b:~cle riding) .• .!":::'ougn the pain on,vs t)tpieally disa?pe:L~ mer 
th "... -'l ,. .. - •• _1 pressure ta .le vesuome !s remove::r, !T.2.:.y \\'omen report: pam or Clscomrort: a:rer Sê:"-J..:u 
intercourse. 
Armroximateh' :0% of 'Nome:: -;:":0 suifer from V"v'S have what is c::lIed vr:·;r.arv \t'tS. 
. .. '" ... , ~ 
indic::.ting tha! the pain ~ been prese::: ,,:'ïce me!r flIS! intercourse atte:npr. T::e ot.:~r half has 
secondar; or acauired\ "vs. \vhieh de\;:ODS 2.n-e:- a oe::od of oam-free intercourse. ::.::là in manv fi _ ~ ... "" Ir . 0# 
. f: ( . = __ 1' _. ..~li " cases, 3J.-'1er an aggœvat::.g aC'tor e.g., :-!;e3.!eo. vaglllil! Inrecnons, Sex'Ù-lU y tr'..wsn:u::eJ. 
dtseases). Ho" .... eve:~ lir~e is kno'Wü ace:: ~e c:mses efVVS, and mest he!llth ;::rofessionals agree 
thru: it is C:l.use~ by a cor:.bination of fu::::s .. ;!. re';iew of ti:e sc:e:ninc articles ;:ubEs:::'ed on the 
topic can he made avai!.=.cte to yOl.! if YC''': 2...'"e inre::-esœd in finding out more abcur \"'\:5. 
yvS is di:"gTIose;:: \\iu~ t.1.e co;:-:..:=-"wab test. during 'whiÔ a gynecologist a;-Fîies a 
conon-swab to various locations arcu:::: :i::e vulvar ves .... ibuie. Tais test is usU2:1y qdl:'! painful for 
women who suEe: !ro't'J: V'VS. Ifyou '::e~:e':e tr.ll! you have 'l'VS, we recon:rne::d!l:a: you see a 
gynecologist for fuis test. 
Holl' is YYS Tre:lted? 
Tnere 15 sdentific evide::ce that the fc::c·;.ir!g tre:.ltrr:.;;:nts are effec:ive fOT.Y"VS: 
.. Pain relief::contrci therapy in g::::..?, couple, or mciividual format (Sex ê.:ld Co;;pie 
Themp:, Servie:, Royal Vic:or.:'. ::cspita:) 
.. Muscle trnining/pi::ysloLte:::p:, z.=:o:s.d by biofeedback 
,.. Surgicai re::novaI of the p2.~~~~ :"-~:1 of t~t! \-:;lv3.: vestibuie (veszièt::e~:Gmy). 
It 1S ge~e::llly rec~mme~ ... è.ed te ;~ rre~:::ne::t v ... itb. either pa:n :;!!ief>'ccr;.tToi :..:~::;.py, 
physioÙ1e:apy~ or both ccmbir:ed. Pa::: ::'e::;.;:y 2.nC phys~otherapy a:e equaEy s::c~ess~.:.L \vitb. 
group t..1.e!'apy receivi.1'lg ~e3.te:- r3.tes c:- ~~::s:ac:ior:: bath tre3.üTIe:::s comp:emt!!1: e:lc:: othe:- 1h·elL 
Thirty .. five :0 fon~y pe:ce::t of wor::e:: \;:.: f()ilo'.\.'e~ e:d:er of :.~ese :re:mr.e:lts :epor:e::: :! great 
decre:.:.sc in their paÎIl or ~\)ffipie~e p(!i:: :-:::e:-. as re~cr:ed in a rtte::t treat!:le:lt OUICOC~ srudy 
publishd in the journal ? . .l~r:\. 
lfthe:e is no sig:.::=c~: l~ .. ?rc·,,·~=e;j: \v'im ~:::""siothe:apy or p~in therap:~ a 
·"<><-~t1·o"ie"·omv is u·r:"';ic:;·"'r! TI":";"" -~:~";','elv :-r>i.,..c,r ..l"" 1""oc"~"t"e ro"med .--pt ""'c·"" '~;>"'''-'j' 
..... .;;t .. ,..,.. _1. ..... _~ _"'_"'. J. ..... ~ ............ ----.. - - ... ;. ...... - ~ u.;.:. .. ~ r"" ""' ..... _ ~~ ... J.'"' \,oi"_ .. :"'O';' ........ :-".. .... \". .... ~ 
anesr.hesia. Following the oFera:ion, \\:c=e:: \\.D. rYt:ical1y expe:ie::ce sorne discorr.Jor: :n the 
genital region. Nerther m:ercourse nor :=:; o:.1:e: ?e::etrative activiry shoulé be anemp:e::: for six 
to eight weeks p-ost .. surge::i. S;!ve::ty ;:e::e::: of\vo:ne:1 who unde:-wem this surge::y re;:orted a 
great oec:e35e in therr pa.i::l or ccrr.ple:e ;2~ :e!ief a!: found in the above men.tioned tre:::...~ent 
outcome seué;:. 
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Tre:J.::::.e::u tha! ire effective fer othe: types ofpain may aise help wo=.e:: \\1:'" V"\ts 
com:rol their 'Cain. Howe':e:, there is n\i i!".idence for their effectiveness in wor:.en w1:o s'.lffer 
from VVS. ~e';e:mé;~s. some wome:. :nay benenr frorn these treacnems. The:' iI:c:ude the 
foll(}'wing: 
.. Lubri~tS (e.g., Liquid K·Y. '\"e-~.able shorrecing) before intercoll.."'Se . 
,. Topie::':' anaesthe::'cs (sueh as Xyiocaine [a prescription !rom your..doc:Jr is r:.ee::!e~! and 
E.\4L \ [availabie over the COl.!::te: D be!ore intercourse 
You 'l.'!:Zy have c::;e aeross ir.:'b::::ation about other fOrIns ùf tre:mne::: :"or \ 'YS, such as 
v<1::crinai C:e;lr", die':S, ar:-:' laser surge:::, Tne:e is no e\idence for the:! e::ecrive::ess. l!..'1d in fact. 
sorne ofthese ;re:u:me::1S :na)' have ur:...,'tcded side errectS. 
Suggesnons as w how to cope w::n yom pain in the shen te:m are lisr:eê on the sheet 
entitled "He:pfu1 Fjms fer \Vorne:! \\cit: Vulvar Vestii:mlir:s Syndror::e- bcluèe::: in t.!.lls package. 
'\\tno ta Contact? 
~h"'necotogisrs: 
,. Dr. Sa....""Ùr Kbilifè ,.514-933-88-:-:; 3550 chemin Côte ::le:: ::éges. Suite 700 
Psyçbologim: 
,. Sex E..'1d Couple T::.empy Sen'zee. Royal Victoria H05pi~. 1 i}:S Pme . .1se:me West 
Dr. Sopme Be:ge.:on. Ph..D" 0:-.1.,..." Binik, Ph.D., :;\rIs, Julie Laz-ouche. ~LPs, P::'D. 
Candidate, and ~1s. Caroline Pa.lr..:iiI, Ph.D. Candidate C:4"l he cor:t::.c:ed throucll 
ludi Young at 51";"'398-6094 -
P · 'D L . P • ',<;, A,t- <~9!)) ~--O r... • C' , ,-. . , nvare pracLlce: :. ourse a.--: \~.<v~> .. o U .»)). c .• emln ote ces ~,e:!Zes. Sw:e 
iOO: arln 620 Bvu:evard St. Fo;'. Suite #5: Longueuil, Quebe:; - . 
Phvsiotherar:is-<s : 
.. Claudia Bro\\:: (5 :";-:59-3791) :-00 St. ZQtique. Roc::: :05 \rt.~r:::~:J.l E::s: 
.. .YIa:1e .. Jcsée Le::::' ("514-697-1 !.!: ~l 101 A ve::ue Dcr:e;~-':. Po:::rç' C!:.::-~ 
Further Information 
Weh site addresses: 
Sc1e;ztific Ar:ic:es on \,\'5 & Furche: Qt:e~îo!".s About \,\'S 
,. P!ease coüt::.c~ Carc:ine Pukall b:: ;:oone (514-393-5 3:3·~ ::: e· ::::::.:: 
(cll:oibe.pukallg c.,,:l.mcgiiLca} 
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Helpful Hints for Women with Vulvar Yestibulirls Syndrome 
Here a..""e som: he~pful. hi::rs for copmg ':\::n your pain whlle you v.-alt for an a;:!=oir:r::::::e~t \Vith 
one or our spi!cialis*.s. y~u may find s.::=e pain ~1ief from following thes.: sugges-"':~::.s, and Once 
yoU! pain is unde con!!C~. we recOrtl,:"",e::-:' !bat you continue te follow tht:n to pre'.-e::: further 
irritation ta you: wivar ces. 
Laundn-C2re 
.' ., '1-.1 cl d '.\. ~ . .. . l 
• use ae:matolcg:cat.Y-a:.-provç-..1 ete:;e::: on un erwenr or any Owe: ~;pe 01 c:Otr.,:;-:g matena 
that cornes mIO ccnract with the ,,"'J.iva (e.g:.~ pajama bottomst exe:::ise c:otl:iq. towels): 
Purex and Cie::!! z.:e examples. L ~ 1:'3 to lf2 the SUggeSied. amoum pe: loué. Orner 
dOLiùng may he .... "aShed with the :,sundry soap of yoU! choiee 
.. avoid using fabnc soft::::: andJor bie.:.::: on underwear or any othe kizld of C:vm:.::g tnaterial 
th:!!: cornes ouro c;:.n.taet with the '.-.ll\'a 
-avoiè using drye:r shee:s ~n elothing.~:iaI that cornes into COnUle! \\ith t.':e ','U.1,,::,: J,ang-dry 
theseite:ns 
.. doubie-tinse underwesr and ~. othe::;':::d of dothing that cornes into conm.c: \\it.~ ::'e vulva 
- if you use s-..am-re:noviz:.g ptodu.c:ts on ::e"""s mat come wo conme: \\iL:: the .. -J!',:a. ,Ecak and 
rinse them in cie::: '"''are:." and ti:e:: ... -am them in your regular washlng c::cle :;iven the 
restrictions above: in order to re::::.,)ve as much of the produc: as poss;::-ie 
Oothing Choice 
- weur white, 100% cotto:: under'lAie<l: i.O ilow air in and moisture OU! 
- go \\ithout unê,envear t\-nen possibk s-~ as during the night 
- avoid wearing full-Ie':lp pantyhose; thigh-high or knee-high smck:in~ l4--e reço!!'_-::e::ded as an 
option 
- avoiè tight fitti:ng pants or jeans thaI z::ay put pressure on the \Iuh;a 
- avoid spandex, lycra ar:è othe: tighr-fi:::::g clothlng duri."lg workOl!tS 
- remove We! hathing SulC$ and exerci!e ::othlng prompt!y 
Hygiene Hints 
- use SOf4 write, non-reç::~:ed, unsce:He:::' :oüet pape: and 100% cenon ;::.ès C~ ::::..-::; :-.;5 
- ::ivoici usiag scemed proèUCi:S such as :::::::ôie bat.~. fe::n::-lne hygie::le prcè.!c~;2.::'~ ~~ 
ta."Ilpons), c:eams. or soaps t.l:.a~ ;::::=e imo contact with t..'le vulvar ref:c!': 
- avoici using fe!lli~·;jne de~è.or:mt sp~:;s, \. aseli::e. and colore:: soaps in t::e \-:..:i\~ ;:;:;:~ 
- avoid dOllching 
- '.vhe:! yOll showe:/bame, do not u..<e sca;: :n:r:il :.1:e very e::d. a::è. a';o:o 2piy~::;; :: ~ :; .:::::; :0 t!':e 
'v'U.lva 
• use rrilà soaps suc.1. as Dove or Iver;' 
- avoid gettL."1g shampco C:l the vuivar a..""e:? 
- \vas.l:: the \-.L';~ \'\ith waze and wÎt.'l "le-=- ::2!ld; soaps ca::. dry om <L'là L.::a:e :::;: <..; .. -: 2':.i :l 
\vasn c:oth or lcofi'! might be tee :iarsh for the vulvar skin 
• wash the \~..ûva wi1;h coo! tO Itlkewar::: ~\'are:-
• pat you: vulva area dry, èo not rob 
• avoid snavœ.g the vulvar area 
340 
- kee;ing t1:e \u.l..-a.r ~ dry is impor.a:::: if you are chronically damp. kee? a:l ~ pair of 
unde:"v:::! \.\'1:6 ;:'OU in a s::nall ~;.g and change if l'ou become damp dttring rl:e day at 
schooFwork 
- if yeu S'.:fe: fram 'I .. ag:nal infec::iOIlS~ s.yoid using ove:-the-counrer Cre3mS wi:ic:' cight irritate 
the s~-:tise vui:l:ar skin. ~e::: as.~ your doctor for a prescription for a sys:e:nic, oral 
meèiOlion (e.g .. Diflucan) 
PhysÎol Acmiries 
- a~oid exe:c:ses that pcr direct press-.ze ;m the ,,111va such as bicycle riding and ~0rseoack ridit'lg 
- iiroir mte:".Et e.xe:cises mat cre3Ie a let of friction in the vulvar area 
- use a froze:: g~ pacx wrapped in a :owe: to relieve S}1nptOms afte: exercise 
- enrcil in a y~ c!ass :v leam rela:wicn and breathin2 techniaues 
- avoid S'.v;';'=~!'1g in highly chlo~=' ;ools - • 
- avoiè. us~ èot robs 
Pre- and POst-Suual Intereourse Su~crestiOD.5 
- use a lubric:mt tha! 15 \'\"3.ter soluble ~e:ore penetration; Liquid K-Y and k"t:."cgliêe :::.:e 
exampies.. If you find that ~e :ui:irlœnts mute you or dry Out during ime:\:ourse, a 
pure ;.~etabie oü (such as Cf.s;:o, solid or oil) bas no cbe:nicais and is &50 \\~er-soluble 
- a !opi.-:al ar~..heric ~:- help before :::te:'course; ask "our docrol' for a presdprio.c • Xyiocaine 
is an ex3.. .. nole. E:'ll.A is anoti:e: Jodon. wllich is avaiIable ove: tl:e coU!tte: 
• • > 
• te relieve bu:r:&.g and ::riwion afte: :':':e:course. mke cool or luke'.V'aml sitz or bak:::g soda 
baths (4-5 tablespoons. 1·3 times a day for 10-15 minutes each) 
• appiy ice or a frozen bi::e gel pack \\~ in one layer of a band towe! to re~e':e tuming afte: 
intercourse 
• ur.nar~ (to pre'le!lt infection) and r.J'se :!le vulva wim cool \\'me: after sexual ime:\:ourse 
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Chronic Vulvar Pain and Sexual Functionino 
.... 
An interview with Irv Binik: Ph.D and Sophie Bergeron1 .Ph.D 
Haw Wl)uld you âE:~;-:.âe rh" -:;;pe 
of work .\'()l!. do? 
Binik: ),!~. wor~ ::::!:s:~ ;:''':::<1.-
tJ.: cf !'e$!~:!: a::: :!::::'::f· ~Iy 
major ::5::':::' ir;:::-:~::~ :::.*::: g ~Q 
unde:s!::;.::= the ê.i::~:!::: :::;!; of 
~!~~\V~~~~o~~e~~es~~~=ê~:~~~ 
20 pe:=:::! cf:::y ::::::: .;;:::. :::e:::s 
cr in c~i::i::!!::: r~::.:!~ a::i*:::::s. 
Be::ge!"on: sly ;:::!ss:cr.:a: :a:::-;i-
ties foc:;s O:!- rese::::: a:è. :e:.::::'-
iz:g. bu: l a!so !:~:,~e a ;:~-:::::.e 
priv:l!e ?rac:i:~ :~:=::.li=?= :;~: 
treatme::.: cr cvs,:a=e~!::a !.:':c 
vaai~i-("~u'" ~r-.· :"-t).;a~~,~::.,~ ;~""a .. _s-:::~_ .. ,) ..... "': .l ... ____ ... ~ .. -~- \. 
is rnainly i.e the::::: >:f·,,"!ü-';cè:.~a. 
!!lore spe:::.5c:.!.:y :::: e~,,·t.!U:l::::':; of 
tre3tme:'!.:s fc:- ·r.::va: ve~:iè:::::is. 
Ca.~ ycn: gi~'e ::. br..=/ o .... ·e;-,·fe~~ of 
9inormct!' se:=::.c.! .. ~::c:ion:ng? 
\\-e t::/:c ::":('i-:: :::~ ~;;::-é --:'0=:.I':"~ 
w::e:: :::$~::S3:::g ::.~ sex,:a!..:.::: or 
be!:; w·c:::e:. .'1:.:: =:::, 0::: "';;C:;:-
ing de:::::!!o:: cf 2. ··:.:::::al" sex 
lite is c::e t!::: :'s s:.::!::::::.g :c :he 
indiv'icit:;11 cr :::::;::~: T.:.:s '1:'::':-5 
dra.::!s.tic::lly f,-:~ :=:::~':è:..:al!. è.e .. 
,.- . ~ . pe::c:::g :'r:2.g!. :::.::;:-c~::~ ~:::-t .. 
ne=~ sex.::a: c::e:::~:':cr:. ge::,::~: 
iàe:rt:::y 2.!:è. :l ::OS: C: C :,~~: :3.::::S .. 
\\: e a.r: c;:pCS!!::: :c :e :E::~ a::::c::e 
mat ttey sbc:;Iè :! hzv:ng sex 
:t=cre or less f:eq~..:e:~y ca~e: ~:: 
~·whz.t e\~e::.rc:.:: e:se:$ :":!.:.g."'t 
Despite ~e e::-or=.r:;;s :.:::nèe:- 0: 
pop:.:la: s::':"ie:J$. ~ .. Ve =~:;e~~: ::,ad 
gooë s::.-:~~cs 3.ocut freque::cy c<: 
sex~: ::.:::ivity and sex~.ti sa:is-
fac:ic:: :.:::i1 <t:e::" rece::rly. C!!:-
Z"e::::Y'" :::=oe$~SQ~::e ofi:ûcn:~­
tien is ,l :=?r~se:.ta:ive su:-",-ey cf 
~c:-.::. .. ,:,-=e::c~ !:le: :u:d ~~or=e:: 
ag:s :S-:9~!was c~ .. :e~ou!:: 
La'.:=r.:: a:lè. c~ile~g:;es (19-9L :. 
T::is s:::->'~e:~ cas be::: pccüsheè::':' 
~;;~ ::~ .. 3. é~:ailed ac=.de:ü:: 
r:;o::e:::::led The $ccic1 Orga,.-;;" 
:c...io!! :: .... '" Se.::;u;[ Be.;.zc .. !ior a..,d a 
r:..ore -;·:pula: ve:sion. Sex in 
Am~;:==- .. ~_:~orèL~g to wis :ece::t: 
S4.!:""le:.~. wcme~ ID the 15 ... 19 ag'! 
grau; :=;or: e=g~g!ng in sexu::1 
inre:c:;:.;.-se an ave:age on.5 cimes 
pe:-n:c::±._ Ev con:oanson. in cne 
of cU! s:::à!:s we :ound !hat woce:: 
witn \.-';':-:arvest:bulitis in:he sa.~e 
a~ :-~g! ::?or: en glgtng l:l in:er .. 
c~t!r!e a:out 4. times ye: n:onr1:~ 
Basei. on this recen! sur.!e.~·; how 
sa:isfiei. are wornen b. the g'!i.-
eTal popuic::itJn wirh the q:.li:zli..··/ 
ofthér se:=uallilles? 
p._c:~::i:lg te Laul'nan.!:. ~ s su:r~·ey. 
ab ou: ,:!) pe::;~:lt of Nerll _À..::le::-
Cml '"Wc=e:l are extre:nelv satis-
n .. ",: !-~:"'~ ~r"HS;""'''lnv ~'!"!d":"'o,.~c"'-
___ • _4--;:'- .. ., .,1.\" ......... 01  _.......4. Io..i. ..... 
aTIy ~ ~-:::: tce::- sex li·,le.s~ Regarili.!: g 
th- Ç:"A~ 60 C"'~~"~' the~" are 
.... 7""" ... _:'w_ ..... ~ ,..",. . 
IDaI:y:a::Crs :r.ar lm~ac= on sextl21 
saès:",:::cn: fer eU!!lpie, physi-
cal cr :s:.;c~okgical conciiécns 
!ha: i:::~:fe:-e with se:mal rw"c-
tion.i::g ~i:1 the woman cr he: Far:-
ne:-), :e!atioItship difficulties. 
streS:i •. e:c. C?r.side::~g the wicie· 
spre:z.c. ;r:v:ue::.ce or :nese fac:c:s 
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in rr:.a...--:y ~".::::e::."s ":2.ily üves. it is 
1:0, s;.!!?r:s:::g jo.:.: 60 pc:::::t cf 
r!spcnd.e:.~ \l:~:"'e :lOt ex::!:::e;y 
s:.::sfled. "';:::': ::'e:: ~e:t li v es. 
Wha: is rr.e ac::e:::ed defir.ùion 
of se:=ual i::sfur:~:;;on? -
T~! ac~!;:e~ d~::::itiQn of sexuE.l 
èy~t~!lc:i~:._:~=::~ =:m meDt?g-
}'tr.f"~"" r''t''' ..... "\",--~---, J·f",,,,.·/;o./ c: ~<# ... - _.~ .... _._ ..... --: .... .!y ... --:' .... _.. ~: 
:11.( .. ~;7!~:-::=."':. F ::.A:ttu;tr;c .04,$:0" 
c!t:.:i07!~ 1: :e::~!! 3exual c·"s:unc-
tieo as :':'::::e:-:::.:: wit!! ~~'VvicilI 
"~".".~ c: -~. t~7,·.,1 r·~::on~e c. ... !-'" .... _...;::; • _ ...... ......... .:.J.~ .... ~:l ~ ... 
c~:/c:e~ i~=. ê.:si.r! .. a:ous42L cr 0:-
g:3.Sm.. T:1:::~:Z a se;a.rare category 
e::tit1ed US!:~;:.l~ pa!::.," î .. e~1t g::ll~! 
pa~n wruc:: mte::e:es wiG'l sex::al 
ine:cours.e. ';'j~ough p:ocier::s 
su:::' as \ .... 1!VO<1: .. :.:3. and. vulvar 
ves\ibuiit:s ;:: n:: spe:iflcally 
oe:1tion!:' i::. L~S c:assiSc:l:ion. 
the: wou;d ry?i=~:.r be i1:c~:1deè 
.as S1!ch. Cu: -v"ie~.; :5 thzr t!:ar L~e 
va..-:ous ~y;:e~ of ·'r;l~~-oèy:.i2 S::'01.::<:: 
net. be ;o::s~d~:=; sexua.! dys:::::c ... 
dc~s~ bu: ;2r:;e:- g!:'::al ~a::: s:.'::-
èro:::es fra.: ir::e:-:e:'"! ~;vit:. sex~3.:-
ity ... A_S Yi! ha";e sai:: ms::y t:=:s. 
uthe pal:::s ::o:se:ç:::L. -:he sex:5 
pcizf~!'~. :-~s ~s±'::io= !:as :r:: .. 
por:.a:!t: =;,:,:c::,::o::$ :or tre:.:=:e::: 
. . 
anc n:se:;:-:::.. 
How would you describe the 
se:::uaI pr:Jblems e:::perienced by 
worner. w::h l'UlVal vestibuf.ùis? 
1:. cases cf vulva: vestibt:lÏ::s. :!:e 
~.- . '" . , 
mes: Stg-~:c::::: pro(lle::; IS ;2.::: 
Sexual Function 
dtlri:li vaginal pe~e:-~on. T:e 
"CalI; .. usu311y ii:ciœd te me ves::-
bde, is typic:illy de$=~eâ wr::!: 
aéje:::dves S".:u:s-mg tlW"'..mg ;; 
<;::.-..:::.1' $~!tsaticn$. Tte!: ',l."Oee::. 
mav aiso fe:! duoe: -.v.ncl c: 
........ ,1.:: .... ... J' •• ""-; ..... .,; te~V'tC patn _",,. ma: ..... nre • .:l •• _ 
tv 6e vulvotynia.. 
A:te! a few re:~ ex~etie:c:s 
of ?~~ fe:: vi paûl :;: ~~y pa:= .. 
e:icidng ac::\i~'us;:,zlly e:Y~;;:;;:$. 
a:::i ù;,is is of".e::l fol!e~eè by sc::: 
éez::: of avoiœce :;: S:''I;lla! a:~ 
riv1.~ ~ F~m ase=:,:,al ~~: or V:t~k~ .. 
. . 
:he e:=e::ation or e:t''::::::lce 'C: 
te;~.:l!êd paiz t:J.t.::g +in:ercot::!: 
!:::t .. ~:o lc~d te itl:::fe::e=.c, witt, :::-~ 
f~:' .. reduc~~ !4~t.!!:i c:êJor !; ... 
I:"l:J.s~edd:si::. rore7~pie" ~:.: 
0: cu: studie$ {Mf"'!'t! !!a! .. 199-} 
s::owed mat wome; witi: ~ioll~"a: 
vestii::uliris reoor'.!d st:1i.fj~:l;· 
lowe:: leve!s of desi.--: 2:d L~ 
as wel1 as signiranoy f:wer çi-
ade! of Îl'lte:"'-Ou.-se. TIle)' a!sc 
re?oi.zd beieg less suc:essrtll a.r 
ac::ie"ing orpsm ti:.~ugh orz2. 
sti=u~atiou and sexc.al:r;:.e:-:cu..,!. 
.!. ""!:!,,-r~ """"!"'e.s=ons- -""';<rr~~ cv M,*<:.-
........... ...,_~_ .. : :-, v .... :: ......... '-'>"',""'_ 
v,:o=e~ 15 the contrz.::lcn of t.:!! 
v ar..:::tl mus~~=s in :es~ccse te :=: 
~-;- ~ "O"Ù;';"!l ;";"07.": ll.! va"':":', t<-". ...... w. .~'..,J- ~..... :"'-,..-
The sex:;.;: ;::obie:ns e:tpe::e!lc:: 
by WC'Qe:': "''!~ vu! ... ::: pain a.--e 
cuire ... o.::.:.::! l:ld the:: zre:lO st'..td· 
i~s th:),':. t:::!:!::.riate be.,...,eea the 
res'"ons~s :;f ~'ome!1 \Vith V1l!var 
vesti~ul!!i$ =: dysesri:e:ic ,,'Ulve-
dyn:a.. C'1.!: ::'::ic:l1 e::'tpe:;e::ce SU!· 
ges:s tta.t ~~~C=~:: wid! dysestile:ie 
vulvoè:::':~:..~ f~:1e:-~:more::l1O­
tlon21!v èi::~ than Wom!!':l wit.h 
vUlvti v:s::::;.;:itis sine!! theiryai;;) 
occurs e':e::: wh.e:. mer: is ;'}ediuc: 
stir:li!l:~c:. ;; the I~:ital a:e:L. In 
ma;:.v '(I,'C:::::::::' witb. dysestb.etic: 
,ru!véc: ~ :.:: ?zin nCt·only int.:: ... 
fe:es \\-:.= ::e:; sel. Hv!s: it m:y 
a!sc a.::e::: =::: l.bilit:: :0 e:pg: ~ 
othe:ir::cc:=:t iailv ac1vities s:;c'il 
1aC ~.~1~.l'_~ -.., ~:;~;n·'" ~ n_,.:: ". ................. ~=,. 
Pain 1T!lèfc!:!ans suât 4$ tric .. • 
clic an:U!r.;reWUltS aM lUllÛ:D~­
'Vuisants tÏ:-e often prescribed 14r 
me trtc.tn!t:':Z Df vuill'odynil:.. Do 
mese mei!.c:l:ions a.ffect scul11 
Junctit>rring? . 
Some i::êi''l:du~ls tre,.ted with 
t:icyc:ics s:!C!l: as amiuyptilme 
(Eavii) !::z';e reporte!! expenenc-
bg !e:s S!:;-:lZ1 desire and mere 
éifficc:ry :!l::.mg orgasm. Ho'(l,·· 
e';e:. :':es! .. =::;en we;e taldng an-
éde;:ress-:":':J :as a t.-~:.tme!lt for 
êe';e-~$ic: h'::i~!: nv1cwv reoui.*es 
:t::~:-"";" :..; o:-!...- ":c<:"; ;~?., thos"- ~-'I;# • ...: ;.;.""J ........ :_ ..... __ ......... ~~ _~_""" 
in !.he t:!:!:=::lt of "Y1;,lyodynia.. So 
w: èc-n· t \-cw i: ±e s=aHe: d-oses 
n::;s. T!lese c(n::rrac;:c:;s cz-n ma.k= 
vax..:.::.l oene=aûoll Îl::::!:ossible. v; e 
"':-:''''' k~cw 6.- p-ô-r"-,o~ ~~ ;>~;~:; ;i6 vul;od;·=r;~:ht;S:::~: 1 t:':-esc::ce:::c: ... • ..llvodyuial::ave3l1y 
f:: i:o:n ê:i! proèl~ :1~tl:oug:: 1 sext::.! sit! e=~::s 3.t aiL)..s :orthe 
al: ±e re5porses ~'e :ave èisc~se~ 11 ne";;e:-an:::::yuls3.n:S tilar a.~ IlOW 
c~- ~ • • ,.-,.A ,e"'''';ù è··~~""'ctil'''' being pre!:~::e-:: in the t.re3tmentof y- """- "'_.~--- ",,:.w. ,.,".,;>.:_.w...,. --...... ....... if~ '" ., ,.. ~ 
t::e:/ :lt!~ ln oa: Vle~\ ::a",":ra1 FSY- \-~!vccyn:z... e.g.~ .i.~e!.trOntln, no 
c=ciogica!ipnysical responses :c ! s~~die$ ha~'! :e:!!l C:O:lcillC"~todate 
!be :x;e:ie::c: cf pa!:: ~aireê w:::: f to evalu:!:! ~eir side effe:ts en 
pe::e;r;::.tion. 1 patie::s' se~.:al fu:::crioning. 
Do women will: liysesthe:ic 
vulvcdynia e::;;eritr.ce :lu same 
se;:".:.::l probi~ms as wamin wit!: 
vuil1cr yestiinûi.ris? 
Wha: ki::d of psycltological 
tlttrcpy da ]fJUo tltink is tJu meS: 
ltelplul to 7uiYGr pain sufferers? 
We ge:le:;:? =e=cmr::e:ui .the use 
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oÏ cognitlve·be::zv:cr.J pain cou· 
trol te:::!lllic;.ues :c re:'t:::: or eUmi· 
r.a:c :1ai:'~ T:.:s: ::'::1::';: ;)ammoru-
wnnq. rEâ.tati.c::. eè~tion -about 
rll1vàr:lain an,::! it:.: te: on seXll-
.. ll~.t;·-..cti,,- , .. "~:.;~,, .... C"'n,. 
..... ~ .. ~ ~~ _v_ -..... -*':.w.~l' \Ir 
in! s~a:etes $:::= a.; :e~inl te 
dir:î,is:' ow:::;::i: "'·;niéng .. Et! 
othe:m::=oGs :c he:; ~;:''"e3Sè the 
fe~ of l'ai.,,! and ;::enr-:.:io::. Apan 
ftœl ti:e ~viol.:$ !cz.: ::: redué.nJ 
vulvar ptll::. ~ t::::.;y f'ocuses 
onhel=i::ltwoc:.e:::.!Oc:ti.;;~~ 
their pai; "g t :::.t::ti,::minsional 
ereole: inilce==eè. : .... ~ manv lac-
;"'..., ·-;'·;r ... ".,! ... ;.~; "'-o~o"s 
"", .. il - 'W,4i_ """'-' ... """5--_ .......... "'!- ....... 
be:.avio:s 2:lè :.:!!:le :.::ce:-ac:ions 
- an rlc:otS ove:: w::.:::: :.hey h:l\'e 
$O1%:.: den:e cf =::tt·L ,..A.lsv .. we 
tvl';i,..,n,tr·"''''c::---é -";Vl'~ ;::-r 
""'; r "'"-"'*.. -_.... - ;: .. ;.,. to.. l~"",,, 
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RéD9nses à Ouelques-unes de vos Questions sur le Syndrome de la Vestibulite V ulyaire 
~ 
Qu'est-(:e que le syndrome de la vestibulite vulvaire? 
Le syndrome de la vestibulite ,'ulvaire (SVV) est l'une des causes les plus fréquentes de 
douleur lors des relations sexuelles cbez les femmes âgées de moins de 40 ans. Nous ne 
connaissons pas la fréquence exacte du SVV, mais environ 10-15% des femmes pre-
ménopausées se plaignent de douleur récurrente lors des relations sexuelles. Les femmes avec le 
S\J"\," rapportent ressentir une douleur localisée à l'entrée du vagin (ap~~ le v~'"tibu1e vul~'lÙre) 
qui brûle et/ou coupe lors des relations sexuelles ainsi que lors d'activités impliquant une 
pression au vestibule (ex., insertion de tampon, examens gynécologiques, promenade en 
bicyclette). Quoique la douleur disparaisse lorsqu'il n'y a plUlf de pression exercée sur le 
vestibule, plusieurs femmes rapportent ressentir de la douleur et de l'inconfort après les relations sexuelles. 
En"iron 50010 des femmes qui souffrent de la vestibulite vulvaire ont ce qui s'appelle la 
forme primaire du SVY, Ce qui indique que la douleur est présente depuis leur première tentative 
d'avoir une relation sexuelle. L'autre 50% des femmes ont la forme secondaire ou acquise du 
SVV qui se développe après une période de relations sexuelles non-douloureuses et dans 
plusieurs cas après un tàeteur aggravant (ex., des infections vaginales répétées, des maladies 
transmises sexuellement. etc.). Toutefois, nous connaissons peu au sujet des causes du SVV et 
plusieurs professionnels de la santé s'entendent pour dire que le SVV est causé par une 
combinaison de facteurs. Une recensionAes articles scientifiques publiés sur ce sujet est 
disponible si vous êtes intéressées à en apprendre davantage sur le SVV. 
Le SVV est diagnostiqué à l'aide d'un examen avec un coton-tige dutaIlt lequel le 
gynécologue applique un coton-tige à divers sites autour du vestibule vulvaire. Cet examen est 
généralement assez douloureux pour les femmes souffrant du S'V'V. Si vous pensez avoir le SVV. 
nous vous recommandons de consulter un gynécologue pour passer l'examen avec un coton-tige. 
Comment le SVV est-il traité? 
Les résultats scientifiques ont démontré que les traitements suivants sont efficaces pour leSVV: 
~ La thérapie de contrôle et de soulagement de la douleur en fonnat de groupe, 
de couple ou individuel (Service de thérapie sexuelle et de couple, Hôpital 
Royal Victoria) 
,. La physiothérapie ou l'entrainement musculaire assisté du biotèedback 
,. La chirurgie pour exciser la région du vestibule qui est douloureuse 
(vestibulectomie ). 
Nous recommandons généralement de commencer avec la thérapie de contrôk ou de 
soulagement de la doule'Jr ou la physiothérapie ou encore les deu.'\ combinées. La thérapie pour 
contrôler ou soulager la douleur et la physiothérapie sont aussi efficaces l'une que l'autre, mais 
les femmes avec le SVV sont plus satisfaites de la thérapie de contrôle de la douleur en fannat de 
groupe. Les deu..'( traitements se complètent très bien. Tel que démontré dans une éruèe 
d'évaiuation de traitements publiée dans le périodique Pai~ 35% à 4(Yl/O des femmes qui ont 
suivi l'un ou l'autre de ces traitements ont rapporté une diminution importante ou un soulagement 
complet de leur douleur. 
Si il n'y a aucune amélioration après la physiothérapie Ou la thérapie pour contrôler ou 
soulager la douleur. une vestibulectomie est généralement recommandée. La vestibulectomie est 
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une procédure d'un jour relativement mineure qui est effectuée sous anesthésie géné:ale. À la 
suite de Itopération.la tèmme va généralement ressentir de t'inconfort dans la région vagina.le. 
Les relations sexueUes ainsi que les activités où il y a pénétration devraient être tentées 
seulement six à huit se:naines après la chinqie. 700/& des femmes qui ont subi la chirurgie 
rapportent une grande diminution ou un soulagement complet de leur douteur dans fétude de 
traitement mentionnée ci-haut. 
Les traitements qui sont efficaces pour les autres types de douteur peuvent également 
aider les femmes avec le SVV il contrôler leur douteur. Toutefois" il n'La aucune preuve ae leur 
efficacité chez les f'emmès souffrant du SVV. Néanmoins, certaines femmes peUVent bénéficier 
de ces traitements. fis incluent: s 
.. Lubrifiants (ex., K-Y en liquide, huile végétale) avant les relations sexuelles 
.. Anesthésiques topiques (comme la Xylocaine [une prescription de votre médecin est 
nécessaire] et E.'\ILA [disponible au comptoir] avant les relations sexuelles 
.. Acuponcture 
.. Hypnose 
v GUS pouvez avoir pris connaissance d'informations sur d'autres formes de traitements 
pour le SVV comme des crèmes vaginales" des diètes et de la chirurgie au laser. il n'existe 
aucune preuve de leur effiC:lCire et certains de ces traitements peuvent en fait causer des effets 
secondaites non-intentionnels. 
Des suggestions pour faire face il votre douleur à court terme sont données sur la feuille 
"Conseils Pratiqùes pour les Femmes Atteintes du Syndrome de la Vestibutite Vulvaire" qui est 
incluse dans le document ci-joint 
Qui contacter? 
Q\o1lécologue: 
.. Dr. Samir K.halifé (514-933-8877), 3550 chemin Côte des Neiges, Suite 700 
Psvchologues; 
.. Service de thérapie sexuelle et de couple, Hôpital Royal Victoria.. 1025 Avenue des Pins 
Ouest: Dr. Sophie Bergeron, Ph.D., Dr.1rv Binik, Ph.D., Ms. Julie Larouche. M.Ps, 
Candidate doctorale, et Ms. Caroline Pukan. Candidate doctorale. peuvent être contactés 
par l'intermédiaire de la secrétaire Judi Young au 514-398-6094. 
.. Pratique Privée: Dr. Louise Paré (450-259-5690) 3550 Chemin Côte des Neiges. Suite 
700; et 620 Boulevard StFoy, Suite #5, Longueuil, Québec 
Phvsiotbémpeutes: 
.. Claudia Brown (514-259-3791) 5700 St.Zotique, Suite 205, Montréal Est 
.. Marie-Josée Lord (514-697-1141) 101 Avenue Donegarù. Pointe..claire 
Pour plus d'informations 
Adresses de sites Web: 
.. l\'WW.vulvarheaith.org 
.. www.nva.org 
Pour recevoir des articles scientifiques sur le YYS et pour plus d' intonnations concernant le 
SVV, S.V.P, contacter Caroline Pukall par téléphone (514-398-5323) ou par courriei 
( carotine.pukall@maiLmcgilLca) 
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Conseils Pratiques pour les Femmes Atteintes du Syndrome de b Vestibulite Vulvaire 
Voici quelques conseils pratiques qui vous aideront à maîtriser la douleur aVant la date prévue de 
votre rendez-vous avec run de nos spécialistes. En suivant les suggestions suivantes. vous 
remarquerez peut-être un soulagement de la douleur. Une fois que votre douleur sera sous 
contrôle, nous vous recommandons de continuer à les suivre pour prévenir davantage rirrl~on. 
Soin de Lessive 
* Utilisez du détergent approuvé par les dermatologues pour vos sous-vêtements ou tout autre 
type de matérieL\:-êtement qui entre en contact avec la ~on vulvaire (ex., bas de pyjama, 
vêtement d'exercice. serviette de bain); Purex et Clear en sont des exemples. 
- Utilisez seulement le tiers ou la moitié de la quantité recommandée par brassée. Vos autres 
~-êtements peuve!lt être lavés avec le détergent de votre choix 
- Évitez d'utiliser de l'assouplisseur et/ou de l'eau de javel pour vos sous--vêtements ou sur tout 
a.u:tre type dematèrieJ/vêtement qui entre en contact avec la région vulvaire 
w Évitez d'utiliser de l'as..couplisseur eD feuille sur les vêtements/matériaux qui entre en contact 
avec la région vul,,'3.ire; séehezà plat ces items 
- Rincez deu..x fois vos sous-vêtements ou tout autre type de vêtement qui entrent en contact avec 
la région vulvaire 
- Si vous utilisez des détachants sur des items qui entrent en contact avec la région vulvaire, 
trempez: et rincez-les dans l'eaucIaire pour ensuite les lavez dans votre cycle régulier 
(suivant les instructions précédentes) dans le but d'éliminer le détachant le plus possible 
Choix de vêtement 
- Portez des sous-vêtements blancs, 100010 coton pour permettre à l'air d'entrer et à la moisissure 
de sortir 
- Ne portez pas de sous-vêtement lorsque possible; par exemple durant la nuit 
• Évitez de porter des collants pleine longueur; des collants qui montent jusqu'au cuisse ou aux 
genoux sont recommandés 
- Évitez les pantalons ou jeans serrés qui pourraient mettre de ta pression sur le vagin 
- Évitez le spandex.lycra ou tout autre vêtement serré lorsque vous vous entraînez 
- Enlevez promptement tous vêtements mouillés comme les maillots de bain ou vêtements 
d'exercice 
Conseils Hygiéniques 
- Utilisez du papier de toüette blanc. non-recyclé, non-parfumé et des serviettes sanitaires ou 
tampons 1000/0 coton 
- Évitez d'utiliser des produits parfumés comme de la mousse de bain, des produits hygiéniques 
pour les femmes {serviettes sanitaires ou tampons), crèmes ou savons qui entrent en 
contact avec la ré2ion vulvaire 
- Évitez d'utiliser dans la-région vulvaire des déodorants féminins en aérosol, de la ,-aseline ainsi 
que des savons colorés 
- Évitez les douches vaginales 
- Lorsque vous prenez un bain/douche, n'utilisez pas de savons avant la toute fin et è:itez d'en 
appliquer directement sur la région vulvaire 
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Douleur vulvaire chronique et fonction sexuelle 
National Vulvodynia Association (NVA) News, Printemps 2001 
Une entrevue avec IN Binik, Ph.D et Sophie Bergeron: Ph.D 
Dr. Binik est professeur en psychologie à l'université McGiIl et-directeur du Service de 
Thérapie Sexuelle et de Couple à l'Hôpital Royal Victoria, Montréal, Canada. 
Dr. Bergeron est psychologue clinicienne et professeyre en sexologie à "université du 
Québec à Montréal. 
Comment décrieriez·vous Je type de travail que vous effectuez? 
Binik : Mon travail CC»Tlprend en grande partie la recherche et l'enseignement. Mon 
intérêt de recherche majeur est l'approfondissement de notre compréhension des 
différents types de douleur que les femmes peuvent ressentir lors des relations 
sexuelles. 20% de mon temps est consacré à des dients ou à des activités diniques. 
Bergeron : Mes activités professionnelles se concentrent sur la recherche et 
l'enseignement mais j'ai également une pratique privée à temps partiel qui se spécialise 
dans le traitement de la dyspareunie et du vaginisme. Mon intérêt de recherche 
principal est la vulvodynie. Plus spécifiquement, mes travaux portent sur l'évaluation 
des traitements pour la vestibulite vulvaire. 
Pouvez-vous donner une brève description du fonctionnement sexuel I#nonnal" ., 
On essaye d'éviter le mot "normal" lorsque ,'on discute de la sexualité chez la femme et 
chez l'homme. Notre définition d'une vie sexuelle "normale" est une vie sexuelle 
satisfaisante pour l'individu ou le couple. Ceci varie dramatiquement d'un d'individu à 
l'autre tout dépendant de l'âge, de t'origine culturelle. du partenaire, de "orientation 
sexuelle, de l'identité sexuetle ainsi que d'une multitude d'autres facteurs. Nous 
sommes contre le fait de dire à quelqu'un qu'il devrait avoir des relations sexuelles plus 
ou moins fréquemment en se basant sur ce que les autres font. 
Malgré le grand nombre de sondages populaires, nous n'avons jamais eu jusqu'à 
maintenant de statistiques valables sur la fréquence d'activité sexuelle et sur la 
satisfactîon sexuelle. Présentement. notre meilleure source d'information est un 
sondage représentatif des hommes et femmes entre 18·59 ans en Amérique du Nord 
qui fut réalisé par Laumann et collégues (1994). Ce sondage a été publié en deux 
formats: un rapport académique détaillée sous le titre de" The Social Organization of 
Sexual 8ehavior" (L'Organisation sociale du comportement sexuel) ainsi qu'une version 
plus populaire "Sex in America" (Le Sexe en Amérique). Selon ce récent sondage, les 
femmes entre 2S.29 ans rapportent avoir en moyenne 7.5 relations sexuelles par mois. 
En comparaison, une de nos études a démontré que les femmes souffrant de la 
vestibulite vulvaire dans le même groupe d'âge rapportent avoiT en moyenne 4 relations 
sexuelles par mois. 
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En vous basant sur ce récent sondaget à quel point les femmes dans la 
population générale sont satisfaites de la qualité de leur vie sexuelle? 
Selon le sondage de Laumann, environ 40% des femmes en Amérique du Nord sont 
extrêmement satisfaites de leur vie sexuelle sur le plan physique et émotionnel. Pour ce 
qui consiste de l'autre 60% des femmes, plusieurs facteurs peuvent avoir un impact sur 
la satisfaction sexue!le: par exemple, les problèmes physiques et psychologiques qui 
interfèrent avec le fonctionnement sexuel (chez la femme ou son..partenaire), les . 
difficultés relationnelles. le stress. etc. En considérant la fréquence répandue de ces 
facteurs chez plusieurs femmes, il n1est pas surprenant gue 60% des femmes ont 
répondu ne pas être extrêmement satisfaites de leur vie sexuelle. 
Quel est la définition acceptée de la dysfonction sexuelle ? 
la définition acceptée de la dysfonction sexuelle vient du Diagnostic and Statistical 
Manual de J'American Psychiatric Association. Il définit la dysfonction sexuelle comme 
une interférence avec les aspects typiques du cycle de la réponse sexuelle, c'est-à-dire 
le désir, l'excitation ou l'orgasme. Il y a une catégorie séparée intitulée "la douleur 
sexuelle". c'est-à-dire une douleur génitale qui interfère avec les relations sexuelles. 
Malgré le fait que la vulvodynie et la vestibulite vulvaire ne soient pas spécifiquement 
mentionnées dans cette classification, elfes seraient typiquement incluses dans cette 
catégorie. Notre perception est que tes divers types de vulvodynie ne devraient pas être 
considérés comme des dysfonctions sexuefles mais plutôt comme des syndromes de 
douleur génitale qui interfèrent avec la sexualité. Comme nous favons mentionné 
plusieurs fois. la douleur n'est pas sexuefle-le rapport sexuel est douloureux. Cette 
distinction a des implications importantes pour le traitement et la recherche. 
Comment décrieriez·yous les problèmes sexuels des femmes ayant une 
vestibulite yulvaire ? 
Dans le cas de la vestJbulite vulvaire, Je problème le plus significatif est l'expérience 
d'une douleur lors de la pénétration vaginale. La douleur est habituellement limitée au 
vestibule et est typiquement décrite à l'aide d'adjectifs suggérant des sensations de 
brûlure et de coupure. Ces femmes peuvent également ressentir de la douleur 
pelvienne ou vaginale plus profonde qui pourrait ne pas être reliée à la vulvodynie. 
Après quelques expériences répétées de douleur. il n'est pas rare qu'une peur de la 
douleur ou de toutes activités qui provoquent de la douleur se développe, engendrant 
souvent un évitement des activités sexuelles. D'un point de vue sexuel, la préViSion ou 
l'expérience d'une douleur répétée lors des relations sexuelles peut mener à des 
difficultés à obtenir un orgasme, à une réduction de "excitation sexuelle. et/ou à une 
diminution du désir. Par exemple, "une de nos études (Meana et al., 1997) a démontré 
que les femmes ayant la vestibufite vulvaire rapportent des degrés de désir et 
d'excitation sexuelle significativement plus bas que celles n'en souffrant pas, ainsi que 
moins d'épisodes de relations sexuelles. Elles rapportent également avoir plus de 
difficulté à obtenir un orgasme à l'aide de stimulation orale et de relation sexuelle avec 
pénétration. 
Une autre réponse rapportée par ces femmes est l'expérience d'une contraction du 
muscle vaginal en ré;::onse à la douleur, une condition connue sous le nom de 
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vaginisme. Ces contractions peuvent rendre la pénétration vaginale impossible. Nous 
ne connaissons pas la proportion de femmes ayant une vulvodynie qui souffrent de 
vaginisme. Même si toutes les difficultés que nous avons mentionnées peuvent être 
nommées dysfonctions sexuelles, selon notre point de we. elles sont des réponses 
psychologiques/physiques naturelles à la douleur ressentie (ors de la pénétration 
vaginale. 
Est-ce que les femmes souffrant de vulvodynie dysesthétJque éprouvent les 
mêmes problèmes sexuels que les femmes sux prises avec /s vestibullte 
vulvaire? \\ 
Les problèmes sexuels éprouvés par les femmes avec de la douleur vulvaire sont assez 
variables. Il n'y a aucune étude qui différencie les réponses de femmes ayant une 
vestibulite vulvaire de celles de femmes ayant une vulvodynie dysesthétique. Notre 
expérience clinique nous porte à croire que les femmes atteintes de vulvodynle 
dysesthétique vivent généralement une plus grande détresse émotive que les femmes 
atteintes de vestibulite vulvaire puisque leur douleur est chronique. c'est~à-dire qu'elles 
la ressentent même lorsqu'il n'y a aucune stimulation directe de la région génitale. Chez 
plusieurs femmes souffrant de vulvodynie dysesthétique, la douleur interfère non 
seulement avec leur vie sexuelle mais également avec leur capacité à s'engager dans 
d'autres activités quotidiennes telles que marcher et s'asseoir. 
Les médicaments conùe la douleur comme les antidépresseurs tricycliques et les 
anticonvulsivants sont souvent prescrits pour le traitement de la vulvodynle. Est-
ee que ces médicaments affectent le fonctionnementsexuel ? 
Certains individus traités à J'aide de tricycfsques comme ramilryptiHne (Elavil) ont 
rapporté avoir moins de désir sexuel et plus de difficulté â obtenir un orgasme. 
Toutefois, ces femmes prenaient des antidépresseurs pour traiter leur dépression ce qui 
requiert généralement des doses beaucoup plus élevées que ceDes prescrites pour le 
traitement de la vulvodynie. Cependant, nous ne savons pas si les doses moins 
grandes prescrites pour la vulvodynie ont des effets secondaires. En ce qui concerne 
les nouveaux anticonvulsivants qui sont maintenant prescrits pour le traitement de la 
vulvodynie (ex., Neurontin), aucune étude n'a été effectuée jusqu'à ce jour pour évaluer 
leurs effets secondaires sur le fonctionnement sexuel. 
Quel genre de psychothérapie croyez-vous être la plus utile pour les femmes 
souffrant de douleur vulvaire ? 
Nous recommandons généralement d'utiliser des techniques cognitivo-
comportementales de contrôle de la douleur pour diminuer ou éliminer la douleur. Ceci 
comprend du monitorage de la douleur, de la relaxation, de "éducation sur la douleur 
vulvaire et ses impacts sur la sexualité, des techniques de distraction, des stratégies de 
({ coping )} telles qu'apprendre à diminuer les pensées catastrophiques. ainsi que 
d'autres méthodes qui aident à diminuer la peur de la douleur ou la peur de la 
pénétration. En plus de l'objectif central de réduction de ta douleur vulvaire, cette 
thérapie vise à aider les femmes à conceptualiser leur douleur comme étant un 
probléme multidimensionnel qui peut être influencé par une multitude de facteurs - les 
pensées, les émotions, les comportements et les interactions de couple - tous des 
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facteurs que les femmes peuvent contrôler jusqu'à un certain degré. Généralement, 
nous recommandons aussi de la physiothérapie pour la région pelvienne. Ceci 
comprend du biofeedbad< pour traiter les élémen1s musculaires associés. à la douleur. 
Nous avons également expérimenté d'autres méthodes de contrôle de la douleur 
comme l'hypnose et l'acupuncture. À mesure que la douteur diminue, nous intégrons 
généralement des techniques de thérapie sexuelle pour essayer de réhabiliter les, 
aspects du cycle de la réponse sexuelle qui ont été affectés. Si taus les essais de' 
contrôle de la douleur ont échoué, nous recommandons une vestlbulectomie mais 
seulement pour les femmes ayant une vestibulite vulvaire. 
Lorsque vous voyez des clientes avec des problèmes sexuelss est-ce que vous 
les voyez généralement avec leur partenaire? Comment les partenaires peuvent-
ils aider ou contribuer? 
C'est souvent une bonne idée de voir la femme avec son partenaire; c'est même un 
avantage que de pouvoir impliquer le partenaire dans la thérapie. Ceci lui donne 
l'opportunité de se renseigner davantage sur la vulvodynie, un élément dé qui va 
influencer la qualité du support émotif qu'il procure à sa conjointe. Il peut également 
prendre part à certains exercices prescrits à la maison qui ont pour but de réduire la 
peur de la douleur et la peur de la pénétration vaginale. Finalement, ta participation du 
partenaire peut constituer pour lui une occasion d'exprimer ta souffrance émotive· 
générée par cette situation frustrante. La participation du partenaire n'est toutefois pas 
nécessaire et nous voyons des femmes individuellement et en groupe. Certaines 
femmes n'ont pas de partenaire ou ne désirent pas s'investir dans une relation avant 
l'élimination ou la diminution de leur douleur. 
Dans notre étude sur les traitements, la thérapie cognitivo-comporternentale a été 
effectuée dans un format de groupe; un groupe de six à huit femmes se rencontraient 
une fois par semaine pour un total de 10 séances. Nous avons trouvé que ce format de 
groupe a été très populaire puisque toutes les femmes souffraient de problèmes 
similaires et pouvaient se comprendre et s'entraider mutueflemenl 
Est-ce que la durée de temps dont la femme a souffert de douleur vulvaire affecte 
les résultats de la thérapie sexuelle? 
Notre étude sur les traitements suggère que la durée du problème de douleur n'a aucun 
impact sur les résultats du traitement. 
La majorité des femmes aux prises avec des douleurs vu/vaires chroniques 
apprennent à éviter J'intimité sexuelle. Peut-on renverser cette réponse après 
avoir réduit la douleur? 
Une des difficultés pre pres aux douleurs chroniques en général est qu'après avoir 
diminué ou éliminé la douleur, certaines 'séquelles' peuvent être encore présentes. Ceci 
est aussi valable pou~ les maux de dos chroniques et l'invalidité au travail que pour la 
vulvodynie et les relations sexuelles. Pour certaines. la reprise des activités sexuelles 
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se fait immédiatement et sans efforts, pour d'autres, un processus graduel de ré-
apprentissage est nécessaire pour briser l'association entre les rapports seX'Jels et la 
douleur. Certaines patientes avec de la douleur vulvaire peuvent avoir besoin de 
consulter un sexothérapeute (psychologue ou sexologue) afin de faciliter le processus 
de ré-apprentissage. 
Dans notre étude sur les traitements qui portait sur les cas de v~!ibulite vulvaire . 
sévère. nous avons trouvé que le fonctionnement sexuel général semblait s'améliorer 
suite à une intervention comportementale ou chirurgicale de réduction de la douleur. 
Toutefois, la fréquence des relations sexuelles chez Ies~articipantes de l'étude n'a pas 
augmenté significativement après l'accomplissement du traitement et n'avait toujours 
pas augmenté après deux ans et demi de suivi. Ceci peut indiquer que la thérapie 
sexue!le devrait être recommandée plus fréquemment pour améliorer les vies sexuelles 
des femmes chez qui la douleur vulvaire a diminué ou disparu. Ceci peut également 
signifier que les femmes qui ont souffert de la vestibulite vulvaire pendant plusieurs 
années ont dû modifier leurs activités sexuelles pour diminuer l'emphase mise sur la 
pénétration vaginale, Une fois que la douleur disparaît. etles ne ressentent peut-être 
pas le besoin de s'engager dans des relations sexuelles avec pénétration plus 
fréquemment qu'auparavant 
Que recommanderiez-vous aux femmes ayant récemment reçu le diagnostic de 
vestibuJite vulvaire ou de vulvodynie dysesthétique ? 
Notre conseil premier est de ne pas se décourager. Même si nous avons beaucoup à 
apprendre au sujet du traitement de la douleur vulvaire chronique, la persistance et fa 
détennination semblent rapporter. II y a de nombreux traitements disponibles. Même si 
nous ne pouvons pas prédire d'avance que! traitement peut aider quelle femme, la 
majorité des patientes qui ont reçu un traitement semble en avoir bénéficié. 
Quels furent les résultats de votre étude comparant Jes différents traitements 
pour la vestibulite vulvaire? 
Notre étude comparait trois traitements pour la vestibulite vulvaire: 1) une combinaison 
de thérapie sexuelle et de gestion de la douleur cognitivo-comportementale de groupe, 
2) le biofeedback pour la région pelvienne, 3) la vestibulectomie (chirurgie). Dans cette 
étude, nous avons trouvé que la thérapie cognitivo-comportementale de groupe a 
amené une réduction moyenne de la douleur de 38% et a totalement éliminé ou 
significativement diminué la douleur chez 40% de nos participantes. Le biofeedback a 
produit des résultats très similaires. La vestibuiectomie a eu le taux de succès le plus 
élevé: 70% des partidpantes ont rapporté une élimination complète ou significative de 
la douleur lors des relations sexuelles. 
En se basant sur notre expérience c:inique, nous croyons que certaines femmes ne 
semblent pas intéressées à subir une intervention chirurgicale aussi majeure. Pour ces 
femmes. nous avons trouvé qu'une combinaison de traitements- par exemple, la 
thérapie cognitivo-comportementale et la physiothérapielbiofeedback -augmente les 
chances de réussite. 
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